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My first duty is to thank the members of the Chicago Medical Society 
for the very high honor they have conferred on me in so cordially inviting 
me to give this address. It is an honor that I appreciate very highly 
and I esteem it a great privilege to have been afforded an opportunity 
of addressing you on a subject in which I am deeply interested and 
which it is certain will become increasingly interesting to medical men 
generally in proportion as they give it their serious attention. Nephrop- 
tosis is a common condition and examples of chronic ill-health associated 
with it occur in every doctor’s practice. A wide clinical and operative 
experienceof renal mobility leads me to assert most emphatically that 
it is a real and potent cause of chronic ill-health and is responsible for 
a‘ serious fall in the working efficiency of many otherwise healthy people. 
In this address I propose to confine my remarks to a few of the more 
important points in connection with nephroptosis that have arisen in 
connection with my own work and by a brief analysis of 100 consecutive 
cases to give you an idea of the kind of people submitted to operation. 


Movable Kidney and Enteroptosis.—Within recent years much atten- 
tion has been devoted to general visceroptosis and a useful division into 
congenital and acquired types has been made. I do not propose to enter 
at all into the many problems connected with general visceroptosis except- 
ing in so far as it is necessary to define the relationship between nephrop- 
tosis and ptosis of other organs. 

Congenital visceroptosis, whether the kidneys be involved or not, 
falls outside the scope of my remarks. The condition is due to defective 
development and cannot in my opinion be remedied by surgical measures. 
The treatment must be on general lines, must begin early and must be 
continued during the whole period of evolution from childhood to adult 
life. 


* Read (by request) before the Chicago Medical Society, Oct. 25, 1911. 
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Of acquired visceroptosis I would like to submit one or two pvints for 
your consideration. Where there is general ptosis of the intra-abdominal 
organs and of the kidneys and associated with this are severe neuras- 
thenoid symptoms and local kidney disturbances, such as Dietl’s crises, 
the term Glenard’s disease has been applied to the condition. Now true 
Glenard’s disease is not common and I do not see more than two or three 
cases in the course of a year. A far more common form of acquired 
visceroptosis is that seen in women who-have borne many children and 
whose abdominal] walls are lax and pendulous. In the erect position the 
bowels fall into the lower abdomen and practically every organ below the 
diaphragm assumes a lower level than normal. This form of viscerop- 
tosis is extremely common and if estimated by some undue prominence 
below the umbilicus is almost universal in women over 30 years of age. 
The symptoms associated with it are rarely severe and are easily relieved 
by suitable external supports and correction of errors of dress. 

A third and very important group of cases is that in which there is 
not much enteroptosis and yet the associated symptoms are so severe as 
to reduce the sufferers to a condition of chronic invalidism. The patients 
are for the most part unmarried and if married have had fewer children 
than is the average. They have at one time been normal; are compara- 
tively young when the symptoms begin ; are organically sound and usually 
have a good family history. Rest alone seems to do them any real good 
and the benefit obtained lasts only so long as they are resting. In a 
majority of these cases examination reveals mobility of one or both 
kidneys. 

Now I think that in dealing with visceroptosis a distinction must 
be made between the kidneys and the intra-abdominal viscera. The 
kidneys are normally outside the peritoneum and lie in special sockets 
at the sides of the vertebral column. Developmentally and anatomically 
they are not abdominal organs. Enteroptosis and nephroptosis are sepa- 
rate conditions although subject to the same laws. They are usually 
associated to some extent but only in Glénard’s disease, which is com- 
paratively rare, is this association a complete one. Usually, either neph- 
roptosis and the symptoms it gives rise to are predominant and the associ- 
ated enteroptosis is of little account; or the enteroptosis is the principal 
trouble and the nephroptosis of little account. This distinction is impor- 
tant from the point of view of treatment. When nephroptosis is the 
predominant condition external support of the abdomen is unsatisfactory 
and nephropexy is indicated. For enteroptosis corsets, etc., give good 
results and nephropexy should not be performed. 

Definition of Movable Kidney.—There seems to be a good deal of 
confusion as to what constitutes abnormal mobility of a kidney. The 
normal kidney moves with respiration, the range being about half an 
inch. This movement is caused by the excursions of the diaphragm and 
is common to all the sub-diaphragmatic viscera. I would define a patho- 
logically movable kidney as one whose position is affected by influences 
other than respiration and in particular by gravity. This is only possible 
when there is abnormal laxity of the ordinary kidney supports. 
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Tests of Abnormal Mobility—I am accustomed to apply two tests to 
palpable kidneys to determine whether they are pathologically mobile. 
First, does the kidney assume a lower level when the patient is standing 
up than when she is lying down, i. e., is its level influenced by gravity? 
Second, can the kidney be pushed to a higher level by the examining hand 
and can it be prevented from ascending during expiration by grasping 
its lower pole? Even when the normal kidney is exposed from the loin 
it can neither be pushed up nor its respiratory movements restrained 
until it has been enucleated from its bed. 


Method of Physical Examination.—Renal mobility is frequently unde- 
tected because of defective methods of examination. This statement 
applies with special force to the left kidney, mobility of which is far more 
common than is generally taught. Except in the case of very stout or 
very nervous patients there should be no difficulty in detecting a loose 
kidney. It is essential to examine the patient both lying down and stand- 
ing up. Only by examining the loin with the patient erect can a just 
estimate of the extent to which the kidney falls be formed. Further, 
unless this is done, many loose kidneys, especially on the left side, will 
be missed. I have frequently failed to palpate a left kidney while the 
patient was lying down, which at once fell into the iliac fossa when she 
stood up. The stomach acts as an air-cushion and protects the left 
kidney from the downward thrust of the diaphragm during deep breath- 
. ing and coughing. It is, therefore, much more difficult to dislodge it 
from the renal fossa than is the case with the right kidney. Both kidneys 
are, however, equally susceptible to the influence of gravity. 

It is my invariable rule to examine the patient both in the recumbent 
and in the erect position. In this way alone can full information be 
obtained. 


The patient is first placed on a narrow couch of convenient height. The 
shoulders are raised on an inclined plane to relax the abdominal muscles. The 
abdomen is completely uncovered and a careful general examination of it carried 
out. The surgeon stands or sits on the side of the loin to be examined. It is 
impossible to satisfactorily examine both loins from the one side. If the right 
kidney is being sought for, the loin is enclosed by the left hand in such a way 
that the thumb occupies the angle between the last rib and the erector spine 
muscle, while the fingers lie in front. The patient is instructed to allow the back 
to rest comfortably on the couch and to take a series of deep long breaths. During 
the first few breaths no attempt is made to entrap the kidney. When confidence 
has been obtained and breathing is going on satisfactorily, the loin is firmly 
grasped between the left thumb and fingers at the end of inspiration. If the 
kidney comes below the costal margin, its presence is at once detected, and if 
definitely movable it,can be held. If the kidney is not felt it may be above or 
below the approximated thumb and fingers. While the loin is still grasped as 
above, a careful examination of the abdomen below is made with the unoccupied 
right hand. If the kidney is found it should be pushed back into the loin, the 
grasp upon which is relaxed to allow of its return. If this maneuvre is success- 
ful it is proof that the lump felt is the kidney. Finally, if the kidney cannot be 
felt by the hand grasping the loin, nor detected below by the other hand, the 
patient should be instructed to cough. On the right side this is often successful 
in dislodging a loose right kidney, but for the reason already given usually fails 
in the case of the left kidney. For the examination of the left loin the surgeon 
sits or stands on the left side and grasps the loin with the right hand while the 
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left hand is at liberty to examine the lower abdomen or palpate the imprisoned 
kidney. This method of examination is easy to carry out, very effective, and does 
not alarm or incommode the patient. It has several advantages over the bimanual 
method, in carrying out which novices are apt to compress the loin too forcibly 
between the fingers of the two hands and so prevent the descent of the kidney. 
Again, it is more difficult to imprison the kidney and more difficult to distinguish 
a loose kidney from an enlarged gall-bladder or a Reidel’s lobe of the liver which 
may also descend between the fingers. Last, and most important, the bimanual 
method occupies both hands and the great advantage of a free hand with which 
to examine the kidney while it is being held by the other, is lost. 

For examination in the erect position, the patient is asked to stand with the 
body slightly bent forwards and the hands resting on the back of a chair. The 
examiner stands behind. For the right loin the right hand is used, the thumb as 
before occupying the angle between the last rib and the erector spine muscle and 
the fingers lying in front, immediately below the costal margin. To examine the 
left loin the left hand is similarly placed. In this way the whole of the loin can 
be readily palpated, and the kidney, if down, grasped between the thumb and 
fingers. The level it assumes under the influence of gravity, and the effect upon 
it of respiration can be ascertained. 


Trauma as a Cause of Nephroptosis.—In the list of causes of movable 
kidney I would give the foremost place to muscular overstrain. I men- 
_ tion this because its importance has been generally underestimated. My 
experience goes to prove that in a very large proportion of cases trauma 
has played an important part in causing the mobility. Heredity, errors 
of dress, constipation, etc., may be predisposing factors but muscular 
overstrain is the direct cause. I am inclined to think that the modern 
tendency for growing girls to take part in active games, such as tennis, 
hockey, etc., is responsible for many loose kidneys. At puberty, as the 
pelvis assumes the adult female shape, changes occur in the lower part 
of the renal fossa. It becomes wider and shallower and affords less 
resistance to descent of the kidney. At this time violent exertion, espe- 
cially in girls whose general muscular tone is below the normal, is very 
apt to loosen the natural supports of the kidney and start it on its down- 
ward path. Time does not permit of a full discussion on this point but 
it is an explanation that has much to support it. 

In men, trauma practically constitutes the only cause of renal mobil- 
ity. Generally there is a history of a severe injury to the back or a 
violent overstrain. In these cases the initial displacement is forwards, 
the kidney being forced out of the renal fossa into a position immediately 
below the costal margin and behind the outer half of the rectus muscle. 
More or less rotation of the lower pole inward usually occurs, though 
the actual prolapse is often very slight. 

Principal Changes in Kidney and Surrounding Structures.—On open- 
ing the loin for the purpose of anchoring a loose kidney, the first thing 
one notices is a peculiar emptiness. Instead of the fat bulging into the 
incision as soon as the lumbar aponeurosis is divided it appears to have 
fallen away, while the perirenal capsule is much less firmly attached to 
the muscles of the back than usual. This is noticeable even though pro- 
lapse of the perirenal capsule with the kidney has not taken place. The 
perirenal capsule itself forms a more definite structure than usual and is 
easily identified. The peritoneal fold which usually extends a very little 
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way into the loin may be much deeper than usual and may cover most of 
the posterior surface of the kidney. Unlesr care is taken it is in danger 
of being wounded. The perirenal capsule, instead of being packed with 
loose granular fat which can readily be separated from the kidney by the 
finger, is almost empty. Dense sheet-like adhesions connect the fascial 
capsule with the true kidney capsule. Though loose and open these 
adhesions are very strong and it is impracticable to tear them through 
with the fingers. Usually they are bloodless, but in cases of recent 
displacement they may be vascular. Where the kidney has from time to 
time been partially strangled by twisting of its pedicle there may be 
many large veins among the adhesions. Some of these pierce the true 
- capsule of the kidney and bleed freely on the kidney side when the latter 
is congested. Clearly they are collaterals which have formed as a result 
of periodical obstruction of the renal vein. 

A typical movable kidney, as seen during operation, has a very char- 
acteristic appearance. Unless congested it is smaller and paler -than 
usual and has a curious flabby feel. Its capsule is thick and opaque and 
has a mottled appearance due to the presence of opaque, yellowish-white 
patches of varying size. These patches indicate areas of greater thick- 
ness and to them are attached the denser adhesions. The capsule is 
rarely very adherent to the renal cortex and usually strips readily even 
at the site of the denser patches. It is unusual to find the extrarenal 
portion of the pelvis, or the ureter, dilated, but the intrarenal portion 
usually is and the calyces are more capacious than usual. The papille 
are also flattened. Gross hydronephrosis is rare unless the kidney has 
become permanently fixed in an abnormal position or the ureter is 
kinked over an aberrant artery passing directly from the aorta to the 
lower pole of the kidney. Only occasionally does the suprarenal capsule 
remain attached to the kidney and drop with it, but I have seen it on 
quite ten occasions. 

A very constant band of adhesions of great density extends from the 
lower pole of a movable kidney downwards and inwards to be attached 
to the colon, the peritoneum, and the walls of the lower renal fossa. 
This structure has been termed the nephrocolic ligament. It is, however, 
pathologic and not anatomical. I have frequently sought for it in vain 
in the case of normally placed kidneys. To settle the matter, however, 
I submitted the point to Prof. Arthur Robinson, professor of anatomy 
in Edinburgh University. He replied that no such ligament should exist 
on embryologic grounds, that if it did exist its effect would be harmful, 
and that he had sought for it in vain in several bodies in process of 
dissection. This being so, there is no reason for preserving it and my 
practice is to free the lower pole of the kidney entirely from this and 
other adhesions. Their effect would be to drag on the kidney and 
jeopardize the success of the operation. The so-called ligament is 
attached to the colon too low down for traction on it to be of any real 
value in correcting coloptosis. The cause of the latter when it occurs 
as a sequence of nephroptosis is the loosening of the attachments of the 
peritoneum at the hepatic or splenic flexures. 
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Symptomatology—The symptoms associated with nephroptosis are 
so many and varied that a detailed account of them would occupy more 
than the whole of the time at my disposal. I can only briefly outline 
their general character. Apart from those resulting from recent sudden 
displacements of the kidney or from such complications as torsion of the 
renal pedicle with partial strangulation of the kidney, temporary com- 
plete obstruction of the ureter, etc., the symptoms associated with renal 
mobility are those of chronic functional disturbance. Sometimes one 
system is mainly affected, sometimes another, but whatever their form 
they have certain common features. There is almost always more or 
less neurasthenia and diminution of both mental and physical efficiency. 
Effort of any kind produces abnormal exhaustion. Usually, the patient 
is most anxious to get well and is painfully conscious that he is being 
handicapped by something the removal of which would restore him to 
health and enable him to compete equally with his fellows. Such 
patients are temporarily benefited by any treatment in which rest is an 
essential element, but speedy relapse follows a return to active life. 
Travel, exercise, and physical exertion of any kind aggravate the 
condition. 

I have been in the habit of arranging cases of nephroptosis in five 
groups according to their predominant symptoms. 


Group 1.—In this group are placed those whose symptoms are local and 
definitely related to the kidney. The principal symptom is local pain, which is 
due to recent displacement of the kidney, to congestion from obstruction of the 
renal vein, or to obstruction of the ureter. Sometimes the pain comes on in 
paroxysms to which the term Dietl’s crises has been applied. These attacks are 
probably always due to torsion of the renal pedicle and partial strangulation of 
the kidney. Other local symptoms are—irritability of the bladder as evidenced 
by increased frequency of micturition; cutting or burning pain in the urethra 
during or at the end of micturition; and changes in the urine. Hematuria, pyuria, 
and more frequently albuminuria are met with. The latter is variable, being 
increased when the patient is up and actively engaged, and disappearing during 
confinement to bed. 

Group 2.—Contains patients whose symptoms are due to functional disturb- 
ances of the sexual organs. In women, these are dysmenorrhea, amenorrhea, 
menorrhagia and metrorrhagia, and persistent leukorrhea. I have met with 
examples of each of these conditions for which no satisfactory local condition was 
discoverable and who have been cured by nephropexy. In every instance the 
general health was disturbed to a degree unaccountable for by the pelvic symp- 
toms. I would emphasize the necessity for excluding movable kidney before pro- 
ceeding to operation upon the pelvic organs for symptoms for which no gross 
local cause is discoverable. Further, the most disappointing patients upon whom 
I have performed nephropexy have been those whose ovaries had been previously 
removed and I have now given up the attempt to restore such persons to the 
norma] state. 

In men, sexual neurasthenia, nocturnal emissions and spermatorrhea may be 
associated with renal mobility and cured by remedying the latter. 


Group 3.—Chronic functional disturbances of digestion are common and may 
be the principal complaint. They are associated with neurasthenia, depression 
and hypochondriasis. Capricious appetite, flatulence, paroxysmal attacks of 
vomiting, severe constipation, and occasionally diarrhea are the usual symptoms. 
The peculiar feature is that they refuse to yield to ordinary treatment and that 
no sufficient cause within the digestive system can be found. Dilatation of the 
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stomach and mucous colitis are not uncommon. My results from nephropexy for 
renal mobility associated with mucous colitis have been excellent and a perma- 
nent cure has followed in practically every instance. 

Group 4.—Cases suffering from spinal and cerebral neurasthenia. ~ This is a 
large group. The leading symptoms are severe and persistent headache, backache, 
constant “tiredness,” periodical fits of black depression, and the feeling “that 
life is not worth living.” Married women cannot do their housework, teachers 
complain that the strain of standing and teaching causes complete mental and 
physical prostration, and business men state that they cannot concentrate their 
minds upon their work, lose their grip of detail and find that everything, even 
the writing of a simple letter, requires great effort. The greater the necessity 
for work the more pronounced the symptoms. These people are irritable, restless, 
and miserable, a nuisance to themselves and all around. They are painfully con- 
scious of their inefficiency in comparison with other people and in spite of treat- 
ment and an active desire to get well they remain in a state of invalidism for 
years. They are comparatively young, organically sound, and of good stock. Of 
them Weir Mitchell has said: “Why such people should be so hard to cure I can- 
not say, but the sad fact remains. Iron, acids, travel have for a certain pro- 
portion of them no value, or little value, and they remain for years feeble and 
forever tired.” I would add for those of them with nephroptosis, Weir Mitchell’s 
treatment, though of marked temporary benefit, is followed by speedy relapse on 
returning to ordinary life. 

Bearing in mind that in practically every case nephropexy was preceded by 
prolonged treatment on the usual lines without benefit, my results in this class 
of cases are most encouraging. Without being able to give the actual figures, I 
am within the truth in stating that 60 per cent. have been cured in the sense 
that within a year of the operation they were leading the ordinary life of healthy 
people. 

Group 5.—This class contains patients with symptoms ‘of mental derangement. 
Many of them were absolutely insane and detention in an asylum was the only 
alternative to nephropexy. Dr. Suckling has dealt very fully with the relation- 
ship between insanity and nephroptosis and I do not intend to discuss it in detail. 
I can only say that I have personally seen a very large number of his patients 
and at his request have operated upon them. The results have been very remark- 
able, complete and permanent cure having followed in a large percentage of them. 
My own observation compels me to state that where the kidneys are definitely 
movable in a case of insanity it is only fair to inform the friends of the fact 
and to offer nephropexy as an alternative to committal to an asylum. An analysis 
of my work in this direction, together with an explanation of the results, was 
published by me last year in a monograph on “Movable Kidney,” and time does 
not allow of further reference to it now. 


ANALYSIS OF ONE HUNDRED CONSECUTIVE CASES AND NEPHROPEXY 


Pressure of work and the shortness of the interval between the recep- 
tion of your invitation and my leaving England prevented me from 
making such a careful analysis of my cases as I could have wished. In 
order, however, to give you some idea of the kind of people submitted to 
operation, and the proportion in each of the groups described above, 
I have tabulated some facts about 100 consecutive patients operated on. 
These are numbered 151 to 250 in my total series of 345 and were 
operated on between January, 1909, and June, 1910. 

With regard to sex, seven were males and ninety-three females. This 
proportion is a little different from that of the whole series, in which 
there is one man to ten women. Of the ninety-three women, thirty-seven 
were married and fifty-six unmarried. In fifty-seven of the cases, both 
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kidneys were operated on at the same time; in thirty-two the right kidney 
only, and in eleven the left kidney only was fixed. 

With regard to age, nine were between 15 and 25; forty-six between 
25 and 35; thirty-four between 35 and 45; eight between 45 and 55 and 
three over 55. The youngest patient was a boy of 1414 who had both 
kidneys fixed for severe mental symptoms; and the oldest, a lady aged 70, 
on whom I performed right-sided nephropexy for frequent and very 
severe Dietl’s crises. Both these cases did very well and complete cure 
resulted. The average age was 34 and a large percentage of patients 
come under observation at about that age. It is far more common to find 
movable kidneys without severe symptoms under 30 years of age than 
over it. As life goes on, renal mobility causes more serious symptoms 
and patients appear to be less well able to withstand its baneful influence 
— it gradually wears them down and once symptoms develop they are 
practically incurable. 

It is interesting to glance ‘for a moment at the occupations of the 
patients in this series. Of the males, one was a medical student who 
apparently displaced his kidney at football; one the editor of an impor- 
tant newspaper ; one a schoolboy ; one an engineer; one a laborer; and two 
were clerks; Among the ninety-three females, there were thirty-seven 
housewives, six nurses, nine school mistresses, eleven domestic servants, 
eight shop assistants and women in business, one lady doctor, and eight- 
een who had no definite occupation. The proportion of active workers 
in this list is considerably higher than in an average series of ninety-three 
English women of the same age and the same social status. 

The average duration of the symptoms was five years, and in several 
they had persisted from fifteen to twenty years. In almost every case, 
ordinary forms of treatment had been fully tried and had failed. 

In twenty-one cases the symptoms were purely local and definitely 
connected with the kidney. In nine, the digestive system was mainly 
disturbed, and three suffered chiefly from pelvic troubles. There were 
thirty-one cases of general neurasthenia, and eight of neurasthenia with 
mental symptoms, the latter being either suicidal impulses or delusions. 
Seven patients were quite insane at.the time of operation. In twenty- 
. one the symptoms were too mixed to allow of their being grouped. 

i. It is difficult to summarize the results in a few words. To arrive at 
a\true appreciation of the benefit experienced by the operation, a careful 
consideration of each case before and after is necessary. Of this series 
of 100 cases, a report from the doctor in charge or the patient has been 
obtained in eighty-seven after an interval of one year or more. Of these, 
thirty-five can be described as cured, fifteen as much better, twenty-eight 
as better, six as slightly better, and three as no better. In other words, 
about 60 per cent. are cured or greatly benefited ; 30 per cent. are better ; 
and 10 per cent. are either no better or very little so. Taking into con- 
sideration the fact that most of them had proved incurable by other forms 
of treatment these results are very gratifying. In fact, in no other 
department of surgery have I experienced so much gratitude as in this. 
The sufferers from nephroptosis, in the main, are most depressing patients 
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to treat. They try the patience of their doctor to the utmost. Treat- 
ment is ineffective, or if apparently beneficial, is followed by speedy 
relapse. The restoration of even a small percentage of them to perma- 
nent health is a source of much gratification and nephropexy properly 
performed in carefully selected cases will be followed by this result, not 
in a small, but in a large percentage of them. 

I wish particularly to emphasize: that nephropexy does not cure the 
patient except where performed for purely local symptoms; it only makes 
it possible for recovery to take place. A patient operated on for renal 
mobility associated with neurasthenia is still neurasthenic after the renal 
mobility has been cured. The neurasthenia must be treated and will 
take the usual time to be recovered from. Neglect to appreciate this fact 
is responsible for many so-called failures and for much unfair criticism. 
My contention is not that nephropexy cures neurasthenia but that neuras- 
thenia which was incurable before the operation becomes curable after- 
ward. To effect the cure, however, operation must be followed by the 
careful and prolonged treatment necessary for neurasthenia in general. 
For this reason the patients whose after progress is most unsatisfactory 
are those of the hospital class. The necessity for an early return to work 
and the influence of an unfavorable environment cause delay in the 
disappearance of neurasthenic symptoms and.a prolongation of the 
interval between operation and restoration to health. 

Nephropexy can now be carried out with the safety, precision, and 
permanently satisfactory results that characterize the operative treatment 
of hernia. Personally, I have operated on* 345 patients and have per- 
formed nephropexy 524 times, both kidneys having been operated on at 
the same time on 179 occasions. In this series there have been three 
deaths, a mortality of less than 1 per cent. To my knowledge in no 
single instance has the operation failed to permanently anchor the kidney 
and on only one occasion has a subsequent operation been necessary. This 
was for a small hernia which developed’ in the scar as the result of a 
severe strain a few weeks after nephropexy had been performed. This 
is the only instance of weakness of the scar that has occurred. There 
have been no cases of persistent sinus or permanent pain in the back 
after operation. These results compare favorably with those obtained in 
any other branch of operative surgery and prove conclusively that there 
are no valid surgical reasons why movable kidneys should not be treated 
by operative means. 

In conclusion, my views as to the indications for nephropexy, assum- 
ing that there are no surgical reasons to contra-indicate operation, may 
be summarized as follows: 

1. Renal mobility alone is not an indication for operation. 

2. Renal mobility demands treatment when associated with: 

(a) Local pain of sufficient severity to diminish working efficiency. 
Especially is this the case when Dietl’s crises occur and when there are 
evidences of serious interference with renal function, e. g., hematuria, 
orthotic albuminuria, etc. 
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(b) Chronic disturbances of digestion for which no other satisfactory 
cause can be found, and which cannot be relieved by general and medicinal 
remedies. 

(c) Functional disturbances of the sexual organs for which no suffi- 
cient local cause can be found and 

(d) Progressive spinal and cerebral neurasthenia when ordinary 
measures have failed to cure, or improvement is followed by rapid relapse. 

(e) Insanity associated with nephroptosis has frequently been perma- 
nently cured by nephropexy and operation is indicated when the two are 
associated. 

3. Renal mobility in association with severe enteroptosis is better not 
treated by operations unless it is causing definite local symptoms. 





ON NEPHROPTOSIS— MOVABLE OR DROPPED KIDNEY * 
C. W. Sucxirne, M.D., M.R.C.P. 


Consulting Physician to the Queen's Hospital 
BIRMINGHAM, ENGLAND 


Nephroptosis affords a vast field for clinical research. The great 
variety of symptoms met with can easily be explained by the anatomy 
and functions of the kidney and by the mechanical and toxic results of 
its mobility. The reason the condition has not been universally recog- 
nized long ago is that local symptoms are often completely absent, and 
also because routine examination of the abdomen has not been made. It 
is of great importance to examine the patient in the erect position as 
well as in the recumbent. The degree of displacement can be better 
ascertained and the detection of cases which cannot be diagnosed in the 
recumbent position is rendered possible — we owe this to Professor Noble 
of Philadelphia. The evolution of our knowledge of nephroptosis has 
been greatly impeded by the proper technic for nephropexy not being 
known, and so surgeons having operated without any benefit resulting, the 
condition was thought to be of no importance; the failures were in fact 
surgical. 

American gynecologists have rectified this and the late Professor 
Goelet of New York has given the lead to the world in this subject. The 
work of Edebohls was also magnificent. ‘There are many others in 
America who have greatly advanced our knowledge of this condition. 

As to the causation of nephroptosis, it is difficult to estimate the 
share. taken by certain conditions. There can be no doubt that athletes 
are very liable to the condition and that it is this condition of movable 
kidney that very commonly stops their careers. Excess in athletics 
should therefore be guarded against. Movable or dropped kidney is far 
more common among men who have been athletes than among men who 
have not. Footballers and weight lifters are very liable'to it. The 
condition is very common among women who have to stand many hours 


* Read (by request) before the Chicago Medical Society, Oct. 25, 1911. 
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a day. Trauma is the common cause. The kidney with its capsules is 
violently shaken and it becomes loose and very gradually descends. 

Nephroptosis runs in families and occurs in tall and short people, 
thin and fat people and in all conditions of life. 

The diagnosis is made by palpation. In addition there is a resonant 
note over the renal area in the back with some sinking in. Palpation of 
a mobile kidney is usually easy but it requires practice. A kidney may 
be down at one time and in place at another. Can the normal kidney 
be felt? No, I have never been able to feel the normal kidney, in all 
cases even where I could only just touch the lower pole, at operation the 
organ has been 1 or 2 inches down and freely mobile: A kidney may 
be loose and rotated and may be causing serious symptoms and yet be 
impalpable. 

The condition of rotated kidney is very important. Stuart Tidey of 
Montreux has done good work in describing this condition. In all cases 
it is wise after fixing the kidney known to be down to examine the other ; 
in many cases this will be found loose and rotated. The lower pole of 
this kidney must be fixed outwards. This condition probably explains 
the failure of a single nephropexy to cure a patient. If both kidneys are 
down both should be sutured up at the one sitting. 

The normal kidney is taut, rigid and cannot be moved by the finger. 
It can only be brought to the incision over the kidney with great diffi- 
culty and shock. It cannot be got out on to the surface of the body 
without danger to life. A mobile kidney can be pushed about easily with 
the finger and can be brought out of the body through the incision 
without any shock and with little difficulty except where the pedicle 
is very short. The kidney in the normal condition moves with the 
respiratory movements but only half an inch and there is never any 
pressure on the ureter by the lower pole. This small mobility is used 
by some as an argument against nephropexy or fixation of the kidney. 
But pathologic mobility is a very different thing to the normal mobility, 
in the former there is mobility on pressure by the fingers, in the latter 
there is not. In the former there is interference with elimination of 
urine; in the latter there is not. , 

As to the prognosis of nephroptosis. It must be remembered that the 
prolapsed condition leads to disease of the organ. At operations opaci- 
ties due to thickening of the capsule and cysts are met with, the extent 
of the disease distinctly coinciding with the age of the patient. Over 
40 there is nearly always organic change. In practice I have met with 
many cases of chronic Bright’s disease where the kidneys are prolapsed. 
I mean cases of undoubted Bright’s disease — with hard arteries, enlarge- 
ment of the left ventricle, retinitis, hemiplegic attacks, albuminuria 
and casts. 

The subjects of nephroptosis are always in danger of melancholia, 
appendicitis, loss of health with loss of employment from neurasthenia 
and headaches, dyspepsia, dilation of the stomach, ulceration of the 
stomach, ulceration of the duodenum, ulceration of the colon, attacks 
of Dietl’s crises, etc. 
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From a very extensive experience in hundreds of cases and over a 
period of twenty years I find nephroptosis unless operated on or success- 
fully treated by belts, cannot be cured by rest, massage, electricity, 
exefcises, etc., and that it ruins the lives of those suffering from it and 


the happiness of their relatives. I have seen cases where I had previously 


diagnosed nephroptosis fourteen to twenty years ago and I found that 
their lives have been wretched and that many of them have been con- 
firmed invalids. Many have committed suicide, and many have died 
from uremia. 

The cure for nephroptosis is nephropexy properly performed. That 
is the kidney being placed and secured in its natural position. Belts 
are often of great benefit and may remove all the symptoms of nephrop- 
tosis and must be used when operation is declined or contra-indicated. 
The belts must support and elevate the kidneys to do any good. A belt 
is of no use where Reidel’s lobe of the liver exists. 

Rest cures relieve for a time only. In the majority of cases the 
patient is compelled to be always resting without being cured. I have 
not found physical exercises and massage of any real benefit. 

The relation of nephroptosis to functional disorders of the nervous 
system is of the greatest interest and indeed of the greatest importance. 

Let us take migraine or periodical headache. This is a neurosis 
which runs in families, it is very often a terrible ailment and wrecks the 
lives of its victims and may drive them insane or to suicide. In all cases 
where the kidneys are found to be prolapsed or dislocated — nephropexy 
cures these headaches. The headaches are most probably due to renal 
toxemia. Headaches are extremely common in the subjects of nephrop- 
tosis and are cured by nephropexy. Can these headaches be distinguished 
from attacks of migraine? I do not think so, for ocular spectra, hemi- 
anopsia and a family history run in both and nephroptosis certainly runs 
in families. Many cases that I have seen suffering from headaches, years 
later have shown nephroptosis. The left kidney especially causes severe 
headaches for it cannot descend so easily as the right and so the lower 
pole is turned inwards and it becomes rotated — causing far more inter- 
ference with the elimination of the urine than’ if the kidney were dropped. 

Stuart Tidey considers that dislocation of the left kidney is more 
potent in causing severe headaches than is the right, and my experience 
amply confirms his views. The first of my cases to be operated on was 
that of a young woman whose life was ruined by repeated and frequent 
attacks of headache. Her husband brought her to me and appealed for 
help for his wife. He was in despair about her, and said her life and 
his were ruined by her headaches, that she could never go out with him 
into society or to a place of amusement and they could not have friends 
to see them. I had seen the woman ten years previously and I looked 
up the notes of the case and I told her husband that she complained of 
headaches then but that the only physical defect was a movable right 
kidney, which was still present. She had had all kinds of treatment in 
the ten years’ interval between her two visits to me without any benefit. 
The husband at once said that the right kidney must be sewn up, for he 
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would hot go on living the life he did. I supported his view because I 
had found that by elevating the kidneys with a belt headaches were 
removed or greatly relieved. I sent her to a prominent surgeon who 
refused to operate. The husband persisted until his wife was operated 
on amd she was cured. He has told me since that life has entirely altered 
for the better for them both; that since the operation the wife has never 
heen ill with a headache and has not been an invalid as she was before, 
but that at rare intervals she might have a slight headache. This was 
about nine years ago. It was this case and a few others together with 
the failure of the belts in many cases that led me to recommend my 
patients suffering from nephroptosis to undergo nephropexy. 

Neurasthenia.—This condition is very common indeed in all classes 
and in both sexes. 

One can understand workers nowadays becoming neurasthenic. But 
why should so many young women who have had no hard work to do 
and who are taken care of by their parents and have proper food, rest 
and light occupation, without the necessity of getting their living, become 
neurasthenic? The reason is that in the very great majority of cases 
they suffer from nephroptosis. 


Does neurasthenia cause nephroptosis? It cannot. The kidneys nor- 
mally are so securely kept in position that great violence has to be used 
to displace them. In fact it is almost impossible to dislacate them — 
except with great force and great shock and danger to the patient. 

Does nephroptosis cause neurasthenia? Yes. This is shown by the 
almost certain cure of neurasthenia by nephropexy and by the great 
relief afforded by belts that elevate the kidneys. Neurasthenia is caused 
partly by traction of the mobile kidney and partly, I think, by toxemia. 

Insanity—No man, woman or child should be sent to an asylum 
without careful and repeated examination for nephroptosis, and if this 
condition exists it should be rectified, the patient being given a chance 
of recovery without getting the asylum stigma. 

No provision has yet been made for the poor insane who suffer from 
nephroptosis. Hospitals will not receive them, time is needed after the 
operation for their recovery (up to six months as a rule, varying with 
the severity and duration of the insanity), and their friends cannot 
afford to have them watched and-taken care of till they are well. Several 
of such cases have got away and committed suicide soon after leaving 
hospital. In nearly every case the patient was improving, but had not 
had time to recover. The best thing to do in such cases is to perform 
nephropexy and then let them go to an asylum for proper protection 
until they recover. 

The form of insanity met with in nephroptosis is usually melancholia. 
Mental depression, usually at first periodical, is exceedingly common in 
the subjects of nephroptosis, and should at once be treated by nephropexy. 
If not, the patient passes into a condition of melancholia. Suicide is 
exceedingly common among the sufferers from nephroptosis. Taken 
early — mental depression and melancholia are cured in a few months 
by nephropexy. 
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Out of forty-eight cases of insanity I have had operated on, forty- 
three are cured and five are not. 

The uncured were middle-aged women and the insanity had lasted a 
long time and in two or three cases only one kidney had been attended to. 
Moreover, the old oblique incision was made and the kidneys had not 
been accurately replaced in their normal positions. 

The cause of insanity, I believe, is toxemia and I am sure that neph- 
roptosis is by far the most common cause of insanity among women. 

You may ask how it is that I am so confident about the tremendous 
influence nephroptosis has in causing functional disorders of the nervous 
system. The reason is that I have practiced as a neurologist for nearly 
thirty years*and that in examining my patients I aimed at being thor- 
ough. I examined the abdomen in all cases and I was astonished at the 
frequency of nephroptosis in cases of neurasthenia, headache and insanity. 
For a long time I did nothing except order rest, tonics, etc., but was 
disgusted with my failures. I tried belts of various makers but found 
none would keep the kidneys up. Finally I had external pressure applied 
over the air pads of Salt’s belt and I at once was able to give relief in 
many of my cases. Headaches and neurasthenia and local pain were 
at once relieved. But in many cases the belt failed. This was 
explained by the presence of adhesions in some cases and in others 
to the great length of the pedicle of the kidney. Of course in the insane 
cases, belt treatment could not be tried. Owing to the success of nephro- 
pexy in the first few cases I went on and recommended it where the 
patient could not work and get her living through nephroptosis or where 
her health was gravely affected and in all cases of mental depression and 
insanity. I have been present at all operations on my patients (between 
400 and 500 nephropexies in 303 patients), and have seen what has been 
done and have kept in touch with them as long as possible after they have 
left the hospital. Looking back I cannot regret in any case having 
recommended nephropexy. 

The operation has been greatly improved. At first with the oblique 
incision sinuses were frequent, occasionally the kidney fell again, relief 
was still not complete because the kidney was not properly elevated. Still, 
even with these drawbacks, the results were astounding. Goelet’s incision 
and technic with Fullerton’s method of taking a strip of capsule over the 
last rib have been employed in my cases during the past six years. I 
rarely see any complications now. All my work has been done among 
my private patients. I could never have given the care and time to the 
subject necessary to carry it through successfully had I not been inde- 
pendent of all appointments. I must acknowledge the great example 
and the great assistance rendered me by American gynecologists and 
surgeons. Without their brilliant work before me, I am afraid my 
courage would have failed. 

The work I have been able to do shows how important it is for phy- 
sicians and surgeons to work together. In my opinion a physician 
should attend at operations on the cases he sends to a surgeon. Without 
good surgeons my cases would not have been cured and without my work 
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the surgeons would not have had the cases to operate on. I relate three 
interesting cases hitherto unpublished. 


Asthma Practically Cured by Nephropery—A man aged 39 years 
consulted me in December, 1908. He had suffered for five years from 
very severe attacks of asthma. The attacks lasted as a rule about three 
weeks. They were getting more frequent and severe and he was in 
danger of losing his employment through this illness. He had been 
thoroughly treated for a long time by an eminent physician with the 
usual remedies for asthma, but was getting steadily worse. I saw him 
in one attack—he was in great distress with his breathing and his 
heart was much upset, the pulse being 144. Besides the asthma he was 
troubled with headaches which he had been subject to all his life; also 
with dyspepsia, flatulence and fulness after meals, with occasional pain. 
A peculiar feature about the attacks of asthma was that each was pre- 
ceded by pain over and around the right nipple. 

At the time he saw me the man was a chronic invalid. I found 
dropped right kidney, and as this was the only exciting factor I could 
find I recommended nephropexy. He was operated on in February, 1909. 
I saw him in August this year, 1911. He had gained 7 pounds in weight; 
he was a small man; he had only been away from work two days during 
the last twelve months. He was strong and not an invalid, and the 
attacks were trifling and the peculiar aura which [ attributed to the 
right nephroptosis had disappeared. In fact he was a Well man. 

A Severe Case of Melancholia Cured by Nephropexry.—tIn February, 
1909, a single woman aged 45 years was brought for my advice. About 
twelve months previously she had invested some of her money in building 
a house and she got worried and then suffered from insomnia and mental 
depression. For nine months she had been in charge of two nurses and 
was never left day or night. She was unable to feed, wash, or dress 
herself, and was unable to speak coherently. The nurses could not under- 
stand what she said. She could only mutter incoherently and her brain 
power had completely gone. She had tried to get into the sea and had 
_in the early stage of her melancholia begged for poison. Both kidneys 
were badly prolapsed, and were sutured up in March, 1909. On Aug. 2, 
1909, she was picking fruit near the sea and she threw herself into deep 
water. The nurse shouted to her to hold on to a branch of a tree, which 
she did until help arrived and she was taken out. She said that God told 
her to do it. _ Later on, in 1910, she again got into water and tried to 
drown herself in her bath. But her mind was greatly improved. She 
took an interest in music, could talk quite rationally and could draw and 
paint. In August, this year, the nurse wrote to say that she was really 
very well, that she wanted to go back to her own house, that she had 
begun to think of the expense of her illness, and to go into her banking 
accounts. She was quite natural and intelligent. In September last 
I saw her and found her quite well. 


The Following is a Typical Case of Neurasthenia Caused by Nephrop- 
tosis.—The patient had been ill for ten years and could not get cured. 
She had never been examined for nephroptosis and no such diagnosis was 
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ever made. A woman aged 37 years, married; with two children. She 
lives at Winnipeg, Canada, but had to come to England hoping to benefit 
her health and to rest from housekeeping. She. is tall and emaciated. 
The family history was excellent. She had been ill ten years. Her 
early symptoms were pain in the back, inability to walk, indigestion, 
slight at first, mental depression, improving with resting. One doctor 
in Winnipeg gave lavage of the stomach once a day for a year and put 
her on milk diet; she became so weak that another doctor was called in 
who at once said he could not diagnose the case and sent her to Battle 
Creek Sanatorium. Here she was thoroughly examined, the blood, 
stomach contents, urine, etc. being analyzed. She had electrical treat- 
ment, hot air and other baths. An Alexander operation was suggested, 
but declined. She staid at Battle Creek five months. She was better 
for the dieting, but was no stronger; was always tired and depressed. 
During the last ten years she had had the Viavi treatment and treatment 
by osteopaths. She had consulted a specialist in London and one also 
in Detroit. I was asked to examine her in August last and found both 
kidneys badly prolapsed. During her stay in Birmingham she had a 
short motor drive and was in bed twenty-three hours after it, being 
collapsed. She could not, or thought she could not take ordinary food. 
Her food is sent from America. She never is able to get up before 
midday, and can scarcely stand. A railway journey nearly always upsets 
her. In fact she is a miserable neurasthenic invalid from nephroptosis. 


DISCUSSION 


Dr. A. J. Ochsner: It is a rare privilege to hear the results of such extensive 
and extraordinary observations as our visitors have been able to give us, the 
description of their results and the logical discussion of their observations. Per- 
sonally I have been greatly benefited, and I am sure that this society has profited 
greatly by these addresses. I have been deeply interested in this subject for 
many years. In 1887, 24 years ago, while working with Prof. Pavlik in Vienna, 
this was one of the subjects in which he and his pupils took a great amount of 
interest, and we examined systematically and carefully all of the patients who 
came to us. Most of them belonged to the working women of Vienna and the sur- 


rounding country, and those of you who have been in Vienna are familiar with- 


the fact that nowhere do the women work harder and in more perilous labor 
than there. Our observations resulted in establishing the fact that 75 per cent. of 
all the women that came to this clinic suffered from displaced kidneys, which 
is 15 per cent. higher than the proportion found by Dr. Suckling in his 18,000 
cases, The reason for this lies in the fact that the class of patients we had there 
was a different class sociologically. Upon returning to this country I followed up 
the observations and found that here among the working women the percentage of 
these cases was very high, and that among all patients there is a high proportion 
of cases of displaced kidney. Our conclusions were that the proportion of kidneys 
which really had much to do with diseases from which the patients suffered was 
relatively small. The proportion of cases which I thought would profit from an 
operation has been relatively small, so that I rarely operate upon these cases, 
although the total number I have operated on is quite considerable. The pro- 
portion in Dr. Suckling’s cases is something like this. He had from 40 to 60 
per cent. out of 18,000, making about 9,000 cases that had displaced kidneys. 
Of those approximately 300 were operated on, somewhat over 3, not quite 4 per 
cent. of the cases having displaced kidneys. I would say that in my own practice 
the proportion of cases which I operated on was very much less than this. Prob- 
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ably thére are some of the cases which should have been operated on that I did not 
operate on, but I wish to impress upon the members the relatively small number 
of cases that were operated on out of the very large number of cases mentioned 
in Dr. Suckling’s address. I imagine that in the future that proportion will be 
increased somewhat in his own experience, but when you come to consider the 
limitation which Dr, Billington has given us, eliminating from the class which 
requires operation the cases in which there is a general enteroptosis in connec- 
tion with this condition, and the cases in which there is not a definite demonstra- 
ble relation between this condition and the disease, and the cases in which another 
condition seems to be definitely the cause of the disease, you will probably elimi- 
nate the proportion very similar to the proportion we find here in Dr. Suckling’s 
address. When the subject of movable kidney was first mentioned in this country 
the operation was performed in many cases simply because there was a movable 
kidney. Now that is distinctly what Dr. Billington tells us not to do. I have 
seen these kidneys operated on for the relief of gall-stones, strabismus, locomotor 
ataxia, and almost anything you can think of. Now that is what Dr. Billington 
tells us not to do. We will have a right to fasten up a loose kidney when there 
is a very definite relation that we can demonstrate very clearly between the fact 
of its being a loose kidney and the trouble from which the patient is suffering. 
When the circulation of the kidney is definitely interfered with, when the flow 
of urine from the kidney is definitely interfered with, we have either a lack of 
elimination or a lack of removal of that which has been eliminated, and conse- 
quently a degeneration of the kidney resulting from the backing up, then the 
indication for the operation is absolutely clear: when there is simply a loose kid- 
ney there is absolutely no indication unless you can establish this relation that 
both of these gentlemen have pointed out to us. There is no difficulty about 
making the diagnosis of displaced kidney. That is the simplest thing in the 
world if you follow the directions given by these gentlemen. The difficulty is in 
finding whether that condition has a definite relation with the thing that is the 


' matter with the patient. And there is where our trouble has come before. There 


is no trouble in keeping the kidney up. I was in Prof. Hahn’s clinic, and observed 
his operation, which is the same as Dr. Billington’s with the exception of carry- 
ing the capsule of the kidney up over the last rib, and later on when assistant 
to Prof. Senn, the latter added to this operation the placing of gauze beneath the 
lower pole of the kidney in order to have a temporary support until healing had 
taken place, to take the strain off the sutures above and to produce later a con- 
nective tissue support. To that Dr. Billington has added definite directions con- 
cerning the loosening of adhesions between the colon and the lower pole of the 
kidney, which is an important point. I would say then if we follow the reasoning 
of these gentlemen, and observe the cautions which they have placed before us 
and examine these patients with the same thoroughness, we will undoubtedly 
benefit greatly from what we have learned to-night. If, on the other hand, we go 
away with the idea that loose kidneys have to be fastened up, then we will do an 
endless amount of mischief, and while those of us who will not follow their 
directions will blame our instruction for the bad results that we will get for 
these cases, we should instead blame our incapacity for understanding what we 
are told. I wish personally to thank these gentlemen for their splendid papers. 

Dr. Wm. M. Harsha: I agree with Dr. Ochsner that work of the character 
that these gentlemen have done should command our attention. Notwithstanding 
so high an authority as Prof. Osler says the subject has been given too much 
prominence, I am quite convinced myself, not only by the papers of the gentlemen, 
but by my own experience, that the subject has not received too much attention. 
The condition is very much more frequent than is generally believed. It is very 
much more frequent in women than in men; on the right side much more fre- 
quently than on the left; on both sides very much less frequently, but it happens 
on both sides. Now as to the causes, I think we are very much in the dark. 
There are a great many causes which may operate to produce it. Traumatism 
undoubtedly has some influence; childbearing very little I think. Heredity is the 
most important predisposing cause. Of course each one of us has to discuss the 
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subject from his own standpoint, each of us seeing different classes of patients. 
The cases which I have seen have very largely been associated with neurasthenic 
conditions, so much so that it has seemed to me neurasthenia must have some 
positive relation in the production of the trouble. I have come somewhat to share 
the opinion of Albarran, who considered nephroptosis together with some kinds of 
headache, as stigmata of degeneration, and I think the argument of Dr. Suckling 
as to its frequency in the insane confirms that view. I have not seen to recognize 
many cases of the rotated kidney to which Mr. Suckling refers. I will say fur- 
ther that in support of the neurasthenic theory the majority of my cases have 
been unmarried women of the neurasthenic type, so that childbearing had no effect. 
I recall one typical case of a woman, about 30, tall and slender, neurasthenic, 
depressed, approaching invalidism. She had all the symptoms, including the crises 
of movable kidney. In this case, when she stood up, the bulging of the kidney as 
it rotated could be seen very clearly. The patient was cured, gained 20 or 30 
pounds in a few months and was restored to her work, by proper fixation of the 
left kidney. 

I operate on very few cases. A number of years ago I operated on several 
eases. I then tried supports of various kinds, and I found my patients did as 
well, so far as I could see, with the support as with the operation. Several things 
support the kidney; peritoneum in front of it, the blood-vessels, the perirenal fat, 
and the abdominal viscera; and the abdominal viscera are not the least of these 
supports. Now I believe that all of the viscera-intra-abdominal are lower as a 
rule when we are upright than we are likely to think. We gain all our impres- 
sions as to the location of the viscera both in the living and dead in the recumbent 
position. As to the diagnosis there is little difficulty. I find that in patients 
lying on the back, with the abdomen relaxed, we can easily determine a movable 
kidney. We can confirm it sometimes by the patient standing up, but my own 
experience has been that I could find many more in the recumbent position than 
standing up. As to the prognosis. It does not seem to me that I have seen 
many cases go on to the serious conditions that the essayist describes. I have 
seen this one case I cited and others approach invalidism; but I have never seen 
eases go on to insanity. I have seen a number of patients go insane, mostly 
women, and I have been trying to think if any of those had movable kidney. The 
majority of them have gone to the asylum, and have come out cured in from three 
to six months; one of them in two years. So far as I know not one of them had 
dropped kidney. As a matter of fact we should examine our patients better if 
we want to find out all that ails them. As for the symptoms, I did not look for 
such a wide range of symptoms as has been suggested here due to this cause. The 
prominent symptoms in my patients have been gastric disturbances, pain, dragging, 
some backache and neurasthenia. With an extended vision into other more grave 
conditions, one may be able to trace their etiology to nephroptosis. I think that 
the cure in some of these cases may have been brought about by the rest cure. 
I should like to know the theory upon which ill health, melancholia and insanity 
is explained in nephroptosis. I have not found in my cases such urinary findings 
or disturbances as have been described. In very few cases, except in those with 
crises, have I found hematuria or albuminuria. I would like to know whether it 
is the mechanical disturbance, the toxemia, upon which we are to blame so many 
things, or whether it is a combination of these that produce the symptoms. I 
think the a-ray will be of benefit in diagnosis. To have our attention called to 
these cases, and have them analyzed so that we may be clear about the indications 
for operation should be of great advantage. 

Dr. D’Orsay Hecht: I trust that I show no discourtesy to our distinguished 
foreign guests if I, as a neurologist, having listened to the contentions of a neu- 
rologist, take issue with Dr. Suckling as to the value of operative intervention 
in nephroptosis as a cure for such an array of disorders of the mind and nervous 
system as have been cited this evening. To challenge each and every statement 
that has been made to-night would perhaps tend to raise a doubt in the minds 
of those present as to the trustworthiness of the observations, and indeed this is 
not in the least intended. 
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At the outset of his discussion, Dr. Suckling sets forth his vast experience, 
both in institutional work and private practice, and there can be no doubt as to 
the sincerity with which he has approached the clinical problem of dropped 
kidney—a term, by the way, which I cannot unqualifiedly subscribe to. But I do 
think that to let his theory, his net results and his convictions go entirely without 
contradiction would be an injustice to those in the audience less familiar with the 
subject under discussion than the neurologist, the psychiatrist, or, for that matter, 
the physician who in his reading of the literature seeks to keep abreast of the 
best medical thought. I, for one, want to put myself on record as holding that 
the thing Dr. Suckling advocates is, in its nature, a distinct step backward, and 
not in the least in consonance with our modern views of neuro- or psychopathology. 
I think that even in England, where Dr. Suckling has found his large material 
and the opportunity to carry on his work, he will not receive the unqualified 
support of his colleagues in the presumption that insanity, for instance, can be 
cured by surgically addressing a prolapsed kidney. It is true, as he says, that 
many of the men in charge of insane institutions have little capacity other than 
that of custodians, caring for the institutional insane, but there are those who, in 
connection with institutional work, do illuminate the genesis of insanity in a 
spirit thoroughly modern and scientific, and our guest must agree with me that 
such work as is being done by Mott, at Claybury, on the research side, to say 
nothing of the clinical traditions upheld by Tuke, Mercier, Clouston and others, 
is not to be viewed with indifference or disdain. 

Dr. Suckling this evening has made very free use of the word melancholia, 
which, as a clinical designation, is not as current in psychiatric literature as it 
was a decade ago. However, this is perhaps less relevant than a criticism of his 
case histories, both as they appear in his book, with which I am familiar, and as 
related this evening. In my opinion, the data are far too meager tp warrant their 
coming under the designation of melancholia or any other classified psychosis. 
I admit that it is very possible for a prolapsed kidney, by reason of its dislocation, 
to give rise to nagging pain that will eventually produce irritability, introspec- 
tion, impair normal activity and, on favorable soil, develop a strong hypochon- 
driacal tendency, but all this is not melancholia in the modern acceptation of the 
term—no, not even when delusions and suicidal tendencies, so-called, are super- 
added symptoms. 

It would take me beyond the time limit of discussion, as announced by our 
Chairman, to go more deeply into questions of differential diagnosis. I cannot, 
however, refrain from adding that Dr. Suckling’s position differs not in the least 
from those who strongly maintain that eye strain is a cause of essential epilepsy, 
or that a retroflexed uterus, adenoids, hypertrophied turbinates, or what not, are 
causes of migraine. The correction of a refractive error has never cured a genuine 
epilepsy; gastric lavage or shortening the broad ligaments, intended to correct 
uterine malposition, has never cured a genuine migraine. 

Gentlemen, these theories, which never should have been held, are long since 
exploded and obsolete; they never were borne out by any rational correlation of 
pathologic and clinical facts. I feel that it would be working a great injustice to 
our patients if some of the audience were led into the belief that they may freely 
engage in the pursuit of hitching up “dropped kidneys.” To accomplish relief 
from pain and its innocent secondary effects resulting from traction on the ureter 
and kidney is possible by surgical means, but I cannot conscientiously subscribe 
to the theory that nephrorrhaphy or nephropexy will cure neurasthenia, melan- 
cholia or the insanities. 

Conceding the sincerity of Dr. Suckling’s remarks, I trust he will take no 
offense at my endeavor to express a righteous difference of opinion. 

Dr. H. I. Davis: In line with the last speaker I will again ask apologies 
from Dr. Suckling for assuming to dispute some of his assertions. You have 
before you, Dr. Suckling, a man who has also handled possibly thirteen or four- 
teen thousand cases of insanity. It is your contention that dropped kidney is so 
often the cause of melancholia. I think your definition of insanity is somewhat 
vague. Some of your patients were depressed; some delusions and some halluci- 
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nations were present. As a matter of fact, we all know that all delusions and 
all hallucinations are not insane hallucinations and delusions. I mean that a 
neurotic sane person may have delusions and hallucinations. Another point; 
Dr. Suckling tells us that dropped kidney is found comparatively rarely among 
men. Now, gentlemen, excluding possibly psychoses of intoxication, and general 
paresis which are more common among men, I think there is just as much insanity 
among men as among women. I am willing to subscribe to the contention of Dr. 
Suckling that many changes in the organic make-up of men or women have their 
corresponding effect in the psychic make-up. There is hardly a physical illness 
that does not show some corresponding effect in the psychic make-up of a person; 
take for instance the depression of a person suffering with jaundice, or diabetes 
or in a patient suffering with myxedema. And the dropped kidney may produce 
disturbance in the nervous system of the person so suffering. But I think it is 
a very far step to say that dropped kidney is a real causative factor of true insan- 
ity. I divide neuroses from psychoses, and I really cannot conceive the idea of 
such a mild physical disturbance as dropped kidney causing insanity. We know 
of many psychoses developing as postoperative psychoses. I will subscribe to this, 
Dr. Suckling, that if a patient suffering from any form of psychosis is found to 
be suffering also from dropped kidney, or any other physical ailment that requires 
active interference, we ought to correct it, and I am sure the operation alone does 
not cure the insane person, but at best only promotes their chance of recovery. 
The causes of insanity are deeper than any such physical shortcomings. 

Dr. Suckling (closing the discussion on his part): I am extremely obliged 
for your kind criticisms of the paper, and I will try to answer them. Dr. Harsha 
mentioned the cause of childbearing. I agree with that, and that heredity is a 
very important cause; I found it running in families constantly; sisters and 
brothers suffering from it, father and mother have it. I was sorry to hear Dr. 
Harsha say he had discontinued the operation. I think if the surgeon is not 
supported by the physician, the surgeon has no opportunity of doing work. I 
have proved by case after case that it is the proper thing to operate in these cases 
of neurasthenia, insanity and headaches. Now I described the symptoms produced 
by dropped kidney. It is not a very good term, but it is a very useful one, for 
it reminds you to examine always in the upright position. I divided the causes 
into toxic and mechanical. We find the urine coming away from a prolapsed kid- 
ney is slower in elimination and is less high in solids than the urine coming away 
form a normal kidney. Then the analogy between chronic Bright’s disease and 
nephroptosis. You are familiar how patients with chronic Bright’s disease are 
neurasthenic, getting delusions, how they are certified as insane and sent to an 
asylum. The symptoms are not just the same when the kidney is prolapsed. 
One is curable and the other is not. Now Dr. Hecht as a neurologist does not 
agree with me. I can only ask Dr. Hecht to give the surgeons a chance when he 
gets a case of loose kidney. As to the diagnosis of insanity, I don’t know that the 
definition of insanity differs from the one in England; I can only say that these 
are all cases which would otherwise have gone to the asylum had they not been 
operated on. Then Dr. Davis says my definition is loose. Well I can only say, 
gentlemen, that you must excuse the definition. I am only dealing with the facts. 
Dr. Davis says I didn’t say it causes insanity in men. It does cause insanity in 
men. I have had absolutely two bad cases in men. It is not so frequent in men 
as in women; of course, the men drink more than women and have other foibles. 

Dr. Billington, closing discussion: I thank you for the vote of thanks and 
also for the privilege accorded us for presenting our views. I don’t think any of 
the criticism has been levied against my paper. All I can say is that I have 
operated on a number of people who undoubtedly were insane in the sense that it 
necessitated supervision in an asylum, and in the course of a few months they 
got well and remain well. That is the fact, but when it comes to the explanation 
of the reason of their getting well I am in deeper water, but I would like to 
suggest one or two points, on general lines purely. Looking at it in a common 
sense way it looks to me that the explanation might be founded on one or two 
things. In the first place, given a patient with an unstable nervous system, and 
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there are a number of people going about on the verge of nervous instability; it 
seems to me that if such an individual has a handicap added, no matter what it 
be, what was an unstable state of equilibrium, or a state in which the patient was 
just on the safe side, becomes turned over on to the other side by this last straw. 
Now supposing that physical handicap was removed, is it not possible that swing- 
ing back into the same condition may cccur? I have seen cases become insane 
from the excessive use of aleohol and drugs; you remove the cause, and they are 
sane again. And I would suggest that the explanation is not that the movable 
kidney is the cause of the insanity. You have something more than a loose kid- 
ney, but I don’t see that that is any reason for refusing to operate on the kidney. 
I think one’s object is to make the body as healthy as possible in the hope that 
the mind will recover, and on that ground alone I have operated on these cases, 
and 75 per cent. of them got well. I think that is sufficient to justify one .in 
telling, at least the patient’s friends, that the condition of nephroptosis exists 
and that the rectification of that adds to the chance of recovery. The patient’s 
people do not like to see them go to an asylum. 

Dr. Suckling: Dr. Billington stated that he had performed nephrectomy in 20 
of my insane patients, that they were insane before the operation and that they 
recovered in a few months after. 

I was dealing with facts, not with theories or definitions of insanity. 





THE TREATMENT OF PUERPERAL SEPTICEMIA * 


L. W. Lrrrie, A.M., M.D., M.R.C.S. 
DAVENPORT, IOWA 


A paper on puerperal septicemia may well begin with a few words on 
prophylaxis. The first question: Is a preliminary disinfection of the 
vagina advisable? To answer, Doederlein subjected 500 puerpere to 
antiseptic irrigation of the vagina just prior to labor. Five hundred 
other puerpere were delivered without this preliminary disinfection, the 
patients being taken alternately as they entered the institution. Of the 
first 500, those disinfected, 12.8 per cent. had fever. Of the second 500, 
those not disinfected, 8 per cent. had fever. Or, eliminating those in 
whom infecting germs were transplanted into the vagina from the exter- 
na] genitals, 10 per cent. of those disinfected had fever, while but 5.2 per 
cent. of those not disinfected had fever. Doederlein uses rubber gloves, 
and carefully disinfects the external genitals and the skin about the vulva, 
that the gloved finger or the gloved hand may not transplant pathogenic 
germs from without into the vagina. 

Doederlein believes in the protecting influence of the Bacillus 
vagine, which secretes lactic acid, and which thus renders the pavement 
epithelium-lined vagina uninhabitable for pathogenic germs, which, when 
introduced into the vagina from without, are destroyed within ten days 
or two weeks. The gonococcus is not an exception, as it takes refuge 
in the cylindrical-epithelium-lined cervix and in the cylindrical-epithe- 
lium-lined ducts and glands about the introitus vagine, where it retains 
its vitality for an indefinite period. Doederlein believes that it is most 


important to avoid the mechanical transplantation of pathogenic germs 


* Read before the La Salle County Medical Society, Oct. 24, 1911. 
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into the vagina from without, not only during labor but also during the 
few weeks prior to labor. The lesson is plain. 

In regard to the value of preliminary disinfection, Eisendreich pub- 
lishes results practically similar to those of Doederlein. Of 460 cases 
with preliminary disinfection of the vagina, 6.2 per cent. had fever, and 
of 477 cases not disinfected, 3.5 per cent. had fever. 

. Hoffmeier, in his report, considers only spontaneous deliveries. He 
maintains that auto-infection is possible, but extremely rare. For twenty 
years he disinfected the vagina prior to delivery, but without one case of 
acute infection resulting in death within a few days. More recently, he 
has delivered 1,036 puerpere without disinfection, with one such death, 
this patient having been examined once by a midwife, and, further, 
having had acute tonsillitis. The autopsy did not determine whether the 
infection was from the tonsil or not, the pathologist maintaining that 
death was not due to puerperal fever, but more likely due to infection 
from the tonsil. However, the case made such an impression on Hoff- 
meier that he is much in doubt as to the advisability of not disinfecting 
the vagina. 

I think it may be assumed that preliminary disinfection of the vagina 
is more apt to invite rather than prevent infection. Since pathogenic 
germs may be carried into the parturient canal just prior to, or during 
labor, disinfection of the external genitals and the neighboring skin is 
just as important as disinfection of the skin before a laparotomy. For 
practical working purposes, we may accept the views of Doederlein: no 
auto-infection, no disinfection of the vagina, careful disinfection of the 
external genitals, and gloves. But listen to Michel, who tells us that it 
is perfectly safe to go from a case of the most virulent infection to a 
laparotomy, if the coat be changed and gloves be worn. A beautiful faith 
in the efficiency of gloves, but a most pernicious teaching. Like Deipser, 
Michel maintains that puerperal fever may be from without, from the 
bowel, or from both without and from the bowel. He states that the 
unavoidable traumatism of labor so lessens resistance that germs may 
invade the uterus or adnexa from the intestinal canal. A very comforting 
view under certain circumstances, and which may enable a considerate 
consultant to tell anxious friends and relatives that such was the mode 
of infection in the particular case under consideration, but it cannot be 
accepted by a man with a surgical or an obstetric conscience. 

But one way or another, we always have puerperal infection with us, 
and those who are not engaged in obstetric practice constantly see cases 
in consultation. Twenty-four hours after dolivery the puerpera is suffer- 
ing from headache, she has passed a sleepless night, her tongue is dry, 
her face is flushed, and she has a slight fever, her pulse has increased in 
frequency, and she lacks the calm facial expression of the new mother. 
It is the first call and all is not well. Other causes of the untoward 
symptoms are eliminated and a diagnosis of childbed fever is made. 

In these days, a microscopic and a bacteriologic diagnosis are first 
thoughts. What aid may we expect? Sigwart suggests the following 
procedure: A bouillon and a blood agar culture are made from the 
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lochia. As practically all microbes develop well in bouillon, if the 
bouillon show a pure streptococcus culture, it will be some evidence that 
the case is one of streptococcus infection. If, on the other hand, the 
bouillon show a turbid mixed culture of streptococci and various bacteria, 
it indicates a sapremia. The blood agar culture will show whether or 
not the streptococci are hemolytic, but a pure streptococcus culture on 
blood agar does not indicate a sapremia, because streptococci develop 
much more readily in this culture medium than the other microbes often 
present in the lochia. The bouillon culture, and the blood agar culture 
may indicate, first, a streptocogcus infection; and second, that the strep- 
tococci are hemolytic. “But,” says Sigwart, “I found hemolytic strep- 
tococci in two-thirds of the non-fevering puerpere examined by me.” 
The presence of hemolytic streptococci does not necessarily indicate a 
virulent infection. Sigwart further draws important conclusions from 
the examinations of a smear. If the field show a uniform carpet of 
leukocytes, with a greater or lesser abundance of diplococci and short 
chains of streptococci, with very few other bacteria, septic infection is 
indicated. If the smear do not show a uniform carpet of leukocytes, but 
rather streaks of tenacious stained mucus between which are seen islands 
of leukocytes, the entire field showing a great abundance of cocci and 
bacteria of all kinds, sapremia is indicated. 

Sigwart resumes as follows: If the bouillon culture show a pure 
growth of streptococci, if the blood agar plate show the streptococci to be 
hemolytic, and if the smear show diplococci and chains of streptococci 
with an absence of other bacteria, the case is probably one of streptococcus 
endometritis. 

Schmidlechner does not differentiate between puerperal endometritis 
and sapremia, maintaining that puerperal endometritis is not to be differ- 
entiated “bacteriologically, anatomically, or clinically” from sapremia. 
Sapremia or resorption fever occurs when the toxic products of bacterial 
action, whether in the uterus or in the vagina, are resorbed, and this 
resorption is favored by deficient drainage and pressure. Schmidlechner 
found streptococci in the lochia of 22 per cent. of non-fevering puerpere, 
and in 86 per cent. of fevering puerpere, many examinations giving 
negative results: He concludes that bacteriologic examinations are of 
scientific interest only, and of no practical value in the treatment of the 
patient. Winter enumerates the various microbes which cause resorption 
fever, but adds that it is impossible to determine which particular 
organisms are making trouble in a given case. He adds, “Yes, we must 
go still further, and entirely let fall (giinzlich fallen lassen) the attempt 
to base a differential diagnosis between resorption fever (sapremia, sapro- 
phytic intoxication) and septic conditions on the presence of streptococci, 
because streptococci are present in the lochia of the great majority of 
fevering puerpere, be it a one-day fever, or a severe infection. Whether 
the determination of the specific characteristics of the streptococci, as by 
hemolysis, will make such a differential diagnosis possible, is a question 
tor the future.” The indications for treatment do not depend on the 
microbe present, the lochia may be sterile, and the bacteriologist can give 
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no aid. Watkins tells us that the findings in bacteriologic examinations 
are often unsatisfactory, and as yet of no practical value. In fifty-three 
cases, he made no attempt to differentiate between sapremic and septic 
cases, or between premature and term cases. Such classification is con- 
venient but of no practical value. Vineberg states that we have no 
reliable clinical or bacteriologic guide in prognosis in a given case. The 
presence of streptococci in the lochia does not warrant the diagnosis of 
puerperal endometritis. A sudden onset on the second or third day with 
rigors and chills, if a considerable elevation of temperature continue for 
a long time, if toxic symptoms be especially marked, septic infection may 
be suspected. On the other hand, transient, one or two day fever, with 
mild symptoms, suggests saprophytic intoxication. But between these 
extremes there are so many transitions that a differential diagnosis is 
not possible in the great majority of cases. Until the diagnosis of septic 
endometritis is positive, the treatment must be that of saprophytic intoxi- 
cation. The indications for treatment must depend on the clinical 
symptoms. 

It is said, by some, that the examination of the blood is the thing, 
but Vineberg, quoting Lehnhartz, tells of sixty cases of puerperal septi- 
cemia, in thirty-eight of which the blood-culture was negative, and in 
twenty-two positive. Of eighteen recoveries, five cases gave a positive 
blood-culture. 

Fehling, discussing Doederlein’s paper, states that many patients die 
without having bacteremia, and many live in spite of it. 

Watkins attaches but little importance to a leukocyte count. In sixty- 
one cases reported by him, most of them having been curetted before 
admission to the hospital, the leukocyte count averaged from 5,000 to 
58,000. A low leukocyte count, with high fever, suggests low resistance, 
a continuous low count suggests recovery. So we accept the view, that, 
to-day, in practice, “Puerperal endometritis and saprophytic intoxication 
cannot be differentiated bacteriologically, anatomically, or clinically.” 

Resorption fever lasts usually one or two days, the extremes being 
one to four, with spontaneous recovery in practically all cases. Septic 
endometritis usually lasts five or six days, the extremes being two to 
twenty-one, with spontaneous recovery in the great majority of all cases. 
Infected tears of the vulva, the vagina, or of the cervix, usually result in 
recovery within a few days. 

Winter reports ninety-five cases of retained membranes. Of these, 
fifty-three did not have fever, of the forty-two fevering cases, all recov- 
ered in from one to twelve days. Adherent placenta is a far more serious 
condition. ‘The mass is greater, there is more food for microbes, the 
spontaneous separation is gradual, and cannot be affected without hemor- 
rhage and exposure of fresh surfaces, all of which favor infection. 
Winter reports twenty-two cases of adherent placenta, and in one of these 
cases there was .a spontaneous delivery in a few days. Thirteen were 
without fever until the placenta was removed. In many cases, in the 
absence of infection, the placenta will be delivered spontaneously and 
without fever, but in the majority of cases, there will be infection. 
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With the above conditions to be met, what means have we to meet 
them? They are: “(1) vaginal douches, (2). irrigation of the uterus, 
(3) permanent irrigation of the uterus, (4) drainage of the uterus, (5) 
disinfection and cauterization of the endometritis, (6) atmocausis, (7) 
ecouvillonage, (8) curettement, (9) the removal of retained placenta, 
(10) the disinfection and cauterization of wounds in the perineum, 
vulva, vagina.” 

Winter would irrigate the vagina in resorption fever, because infected 
lochia, bathing vaginal or cervical tears, favor resorption. A vaginal 
nozzle with a closed end must be used, the“openings directing the streams 
of water downwards. 

Uterine irrigations may remove retained lochia, blood-clots, and 
shreds of membrane, with the microbes they carry, and thus be of value. 
They are of little value in septic endometritis, although they may lessen 
resorption, but they are exceedingly dangerous because they may produce 
new atria of infection. Winter believes that fluid may be forced directly 
into open veins, and that thrombi may be dislodged, causing hemorrhage. 
They may cause rupture of an abscess, or a fresh pyosalpinx, peritonitis, 
parametritis, etc. A most skilful hand cannot avoid all these dangers. 
Winter quotes Wylie who says that only an artist'may give these irriga- 
tions. Winter would irrigate the uterus in three conditions only: (1) to 
combat toxic symptoms in lochiometra, when the uterus cannot be drained 
by simpler means, (2) in long continued puerperal endomettitis, (3) 
before and after every intra-uterine procedure, the vulva and vagina 
being carefully disinfected before entering the uterus. The irrigator 
must be introduced with the fluid running to avoid the introduction of 
air, and must permit a free flow inward and more free flow outward. 

Permanent irrigations are considered unnecessary and not free from 
danger. 

Uterine drainage, as by the introduction of a rubber or a glass tube 
into the uterus, gauze packing to surround the tube, is a method to be 
used only when drainage cannot be secured by other means, as in the 
case of a tumor in the vagina or cervix. Caustics introduced into the 
uterus are to be condemned. Atmocausis or the sterilization of the 
uterine cavity with steam is likewise condemned. Ecouvillonage or scrub- 
bing the interior of the uterus with a brush somewhat similar to those 
used to clean bottles, is not resorted to in Germany, says Winter. The 
curette, in the puerperium, is dangerous and must be entirely discarded, 
except in those cases of abortion where the finger does not suffice. 

Winter considers the removal of an adherent placenta a rather haz- 
ardous proceeding. It is probably infected, and its removal is apt to be 
followed by new infection. Pyemia and death followed its removal in 
two of fifteen cases reported by him. If the symptoms be mild and with- 
out hemorrhage, leave the placenta. If the symptoms of intoxication be 
severe, the placenta must be removed, except in the presence of pyemia 
and peritonitis. Irrigation must always precede attempts at removal, 
and the finger only be used. In the case of local wounds of the perineum, 
sutures must be removed, recesses coated with tincture of iodin, and 
drained with gauze. 
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In the presence of puerperal fever, Montgomery would proceed as 
follows: If the lochia be foul smelling, the cervix open, and the uterus 
enlarged and tender, the presence of decomposing decidua may be 
assumed, and the uterus should be cleansed with the gloved finger, the 
patient being under ether. A blunt curette or a gall-stone scoop may be 
used with the greatest gentleness. The uterus is carefully irrigated with 
a normal salt solution, or with 50 per cent. alcohol, or with a very dilute 
iodin solution. It is gently packed with gauze squeezed out of a 5 per 
cent. alcoholic solution of iodin, the gauze to remain in the uterus for 
twenty or thirty minutes, when it is removed. There is to be no further 
local treatment. The greatest gentleness is necessary that the uterine 
mucosa may not be traumatized and new atria of infection thus opened. 
It must be remembered that there may be rigors, chills, and a sudden rise 
of temperature, to 105 or 106 degrees after this treatment due to a forc- _ 
ing of toxins into the circulation, a contingency to be always remembered. 
Pollock reports seventy-seven cases of puerperal infection, which had 
been subjected to more or less local treetment, sixty-three having been 
curetted one or more times, and of these seventy-seven, seventy-two devel- 
oped peritonitic or parametritic exudates. Pollock does not enter a 
closed and contracted uterus, unless secundines are present. These are 
removed, gauze squeezed out of tincture of iodin is introduced into the 
uterus and left thirty minutes, at the expiration of which time it is 
withdrawn. There is no further local treatment. If the uterus be con- 
tracted and empty, the cervix dilated, the uterus is irrigated, but not 
packed. Pollock does not use cathartics, but controls abdominal disten- 
tion by means of lavage, enemata, and restricted diet. 

Carstens holds that local treatment is of no avail in puerperal sepsis. 
Uterine irrigation often does harm. Veit would remove decomposing 
' placental rests, being careful not to open new atria of infection. The 
vagina must be disinfected, ergot given to produce contraction of the 
uterus. If the cervix be open, the uterus is entered under guidance of 
the eye, the finger being used to remove débris. If the cervix be closed, 
the finger must not be introduced into the same, but the uterus is irri- 
gated with 50 per cent. alcohol, a free return flow preventing septic 
material from being forced into the abdominal cavity. With genera) 
infection, careful exploration will do no good, but it will do harm. 

Schmidlechner would cleanse the ulcers about the vulva with peroxid 
of hydrogen and disinfect them with tincture of iodin. Foul smelling 
lochia indicate retained decidua. The uterus is most carefully irrigated 
with sterile water, normal salt, or permanganate of potash. 

In the present state of our knowledge, the use of vaccines cannot be 
seriously considered, stock, polyvalent, or autogenous. The last men- 
tioned was very recently recommended by Gilmore (paper read before the 
Iowa Union Medical Society), but it is difficult to see how its use can 
have a rational basis. If the case be one of bacteremia, the blood is 
streaming with millions and millions of microbes, and why inject other 
millions? Further, it takes five days to prepare an autogenous vaccine, 
a loss of most valuable time. 
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To give or not to give an antiserum is the question asked every time 
I see a case of puerperal infection. It came up only very recently, when, 
shortly after a gentle cleansing of the uterus, with one irrigation, the 
patient has a severe rigor with elevation of temperature to 105. Anti- 
streptococcus was immediately ordered from a distant city, but did not 
arrive unti! the following morning. In the meantime, the patient’s tem- 
perature fell to normal and remained so. The serum was not given, but 
had it been administered at the time of the chills and subsequent high 
temperature, the result would have been a brilliant endorsement of the 
serum treatment. The antisera have not yet found 4 fixed place in the 
treatment of puerperal infection, although it may be profitable to 
note the encouraging reports on the use of antiserum given to promote 
leukocytosis. 

Poux tells us his experience with the fixation treatment of Fochier. 
He injected from 2 to 7 c.c. of turpentine under the skin of the thigh of 
three different patients. One died and two had a very stormy convales- 
cence. Poux’s experience with this very-difficult-to-understand treatment 
is not different from that reported by some others. In commenting on 
the treatment, Poux remarks that “the facts speak for themselves,” one 
death and a very stormy convalescence in two cases (les faits se charge 
de la response). It seems that Fochier imagined that an abscess result- 
ing at the point at which the turpentine was injected would attract to 
itself the streptococci circulating in the blood, and thus limit or “fix” 
the process. The failure of pus to form at the point of fixation indicated 
an unfavorable prognosis. 

In puerperal peritonitis, the abdomen. must be opened and drained. 
Local collection of pus in the tube, ovary, or uterus should be considered 
indications for immediate operation. 

Pollock recognizes only two indications for operation during the acute 
stage of sepsis: purulent peritonitis, and pus in the pelvis. 

Wormser would incise a pelvic abscess when discovered, especially 
if it can be reached from the vagina. Watkins tells us that abscess should 
not be opened for three weeks or until immunity has developed. To find 
and remove septic thrombi is not an easy matter. Hysterectomy is not 
indicated except in perforation or abscess of the uterus, adherent and 
unremovable placental remains, and putrid myoma. 

The general treatment must be fresh air and support; elimination 
must be encouraged by an abundance of water by enteroclysis, if sufficient 
cannot be taken per os. 

To resume: 

1. It is a wholesome creed, that every case of puerperal fever is from 
without. 

2. It is well to warn the family of the danger of mechanical trans- 
plantation of infecting germs from without during the month preceding 
confinement. ; 

3. A preliminary disinfection of the vulva and of the neighboring 
integument is necessary, that the gloved finger or the gloved hand may 
not transplant infecting germs into the parturient cana] from without. 
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4. A preliminary disinfection of the vagina is futile. 

5. A differential diagnosis between saprophytic intoxication and septic 
endometritis at the outset is but rarely possible. Blood and bacteriologic 
examinations must be continued but, as yet, are of little practical value. 

6. Vaginal douches are of value if infected lochia bathe vaginal or 
cervical wounds. 

%. Uterine irrigations are useful to remove retained lochia and 
decidua, or in long continued septic endometritis, but they must be given 
by a skilled hand under guidance of the eye, and preferably anesthesia. 

8. The curette is an instrument for evil only, and has no place in 
acute puerperal febrile conditions, except, rarely, in adherent placenta. 

9. Adherent placenta must be removed, uterine irrigation to proceed 
and to follow its removal. 

10. Puerperal peritonitis and pelvic collections of pus demand imme- 
diate drainage. 

11. Vaccines are illogical, and antisera are not proven. 

12. The strength of the patient must be conserved, and elimination 
encouraged. 

The treatment of saprophytic intoxication and of puerperal endome- 
tritis may be formulated as follows: (1) Meet the indications of local 
conditions in the perineum, and in the vagina; (2) if the uterus be 
enlarged and the cervix open irrigate, and cleanse with the gloved finger ; 
(3) if the uterus be contracted but the cervix open, irrigate; (4) if the 
uterus be contracted and the cervix closed, do not irrigate; (5) fresh air, 
support, elimination. 

APPENDIX.—Since writing this paper, a most suggestive article, by Duncan, 
has appeared in the New York Medical Record, of Sept. 16, 1911. Duncan would 
cure sepsis by giving the patient crude pus from his own wound, to prevent infec- 
tion he would administer to the patient, by mouth, the crude secretion from his 
freshly made wound, repeating the dose every four hours. Duncan was led to 
this idea because a dog licks his own wounds and healing is kind. He believes 
that the dog is constantly taking into his system a crude autogenous vaccine. 

According to Duncan, a suppurating wound is to be treated by giving the 
patient one to five drops of pus from the wound, the five drops to be made up 
of equal parts of thick, creamy pus, thin serous secretion, and light curettage 
from the side of the wound. The patient is to receive three such doses, one hour 
apart. 

For acne vulgaris, the contents of several acne pustules would be a fitting dose. 

After having recovered from the nausea which the reading of that article 
produces, one thinks of the motto of Puck, “What fools these mortals be,” and 
then comes the question, “Why not forever| prevent puerperal septicemia by 
administering to the patient one teaspoonful of her own lochial secretion once 
every four hours? 

Of all the seeming unreasonable therapeutic suggestions of recent years, that 
of Duncan seems easily first, but even with this, we should preserve an open 
mind, since that which is incredible to-day often becomes the well known fact 
of the morrow. 
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TREATMENT OF FOREIGN BODIES IN THE ESOPHAGUS * 


E. Fretoner Ineats, M.D. 
CHICAGO 


Although the esophagoscope has greatly aided us in the management 
of impacted foreign bodies in the esophagus, it has not and cannot entirely 
supplant the older methods. 

Many physicians cannot spend the time necessary to become familiar 
with the instruments, and therefore cannot afford to possess the necessary 
appliances for the use of this new method; and even if they could, their 
lack of experience would often render esophagoscopy unsatisfactory ; 


* Read before the Chicago Laryngological and Otological Society, Nov. 21, 1911. 
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besides there are not a few cases in which the time-honored methods of 

operation are simpler, easier and quite as effective as esophagoscopy. 

* For the removal] or dislodgment of common pins and small fish bones 
from the esophagus there is no instrument more generally useful and 
effective than the old bristle probang which can be employed with almost 
perfect safety. For the removal of coins and buttons from the esophagus 
often nothing is better than the old bent esophageal forceps or a straight 
smooth, blunt-pointed and toothless 8-inch hemostat. 

As a part of the brief paper that I shall present this evening, I have 
selected from among my case records a few merely to illustrate some of 
the principal features in the treatment that have been impressed on me 
in this work, but I will not tire you by routine histories. 


L, A. N., aged 24 years, came to my office stating that he had swallowed a pin 
a few hours previously and that he felt the point a short distance below the 
larynx. He had swallowed nothing since the accident. No radiograph was taken. 
I passed a bristle probang well down the esophagus then withdrew it, and repeated 
the procedure two or three times, but with negative results. I then passed a 
large smooth olivary bougie but could feel nothing. I then assured him that 
I thought he would have no further trouble, which proved to be the case. 


In most of these cases the foreign body has passed into the stomach 
before the patient reaches the specialist. Although such patients are 
usually obsessed with the idea that the foreign body is actually in the 
esophagus, I have never resorted to the ruse, recommended by some, of 
showing a pin which I have claimed to have removed; but when I have 
failed to get the pin or fish bone, have told them that I thought the stick- 
ing sensation was due wholly to a wound. When I have shown them the 
working of the instrument which had been scraped two or three times up 
the esophagus they have been satisfied. So far as I know, I have made 
no mistakes in this way, although I think the pin or fish bone has not 
been obtained in more than 25 or 30 per cent. of all the cases. 

I might cite numerous cases of small fish bones or pins lodged in the 
esophagus, but these are so common that case records would not be of 
interest. In all of these, excepting where the foreign body has been fixed 
in the fauces or in the larynx or pharynx, or in the opening of the esoph- 
agus, I have found the bristle probang more generally useful for their 
removal than the esophagoscope and forceps; and for one who has not had 
experience with the latter method, the bristle probang would, without 
doubt, be the best. The patient’s sensations cannot be considered a reli- 
able guide af to whether or not such foreign bodies as these have been 
removed ; indeed, in most cases the patient will believe that he feels the 
pricking of.the bone or pin for a day or two after it has been dislodged. 
Therefore, when the bristle bougie has been passed down and up the 
esophagus two or three times, the operator need not feel disturbed if 
he has not secured the offending body or if the patient still thinks he feels 


- it at the original site. When we consider how easily quite large bodies 


may be overlooked in the esophagus, we will realize how difficult it may 
be to see a pin or a nearly transparent fish bone. 
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C. M., a child, aged 4 years, swallowed a nickel 2 cm. in diameter two weeks 
before I saw her. Since the accident, she had regurgitated all solid food but took 
liquids without trouble. At the time she entered the hospital, the temperature 
was 99.2, pulse 120. Under chloroform anesthesia I passed the esophagoscope 
even to the cardiac orifice, but had to search nearly three quarters of an hour 
before I was able to find the coin, though it was located only a short distance 
below the cricoid cartilage. The instrument passed by the coin repeatedly 
without touching or exposing it, apparently because of a fold of edematous 
tissue. As soon as I could see a small portion of the edge of the coin, I had 
no further difficulty in its removal. The child made an uneventful recovery. 


Formerly foreign bodies that could not be extracted were often crowded 
into the stomach, and even now if an esophagoscopist was not at hand, 
this procedure would be proper under some conditions, especially when the 
body is not very large nor rough and has passed down into the mediastinal 
portion of the esophagus. As an illustration, I may mention the case of 
a boy who swallowed a tin whistle that had lodged in the lower part of 
the esophagus. He was brought to me years before esophagoscopes were 
attainable, and before the development of small electric lights made them 
especially serviceable, and long before we recognized the possibility of 
using a long straight inflexible forceps in the esophagus. I could not 


secure the foreign body by any attainable instrument and a thoracotomy 


would have meant almost certain death. With an esophageal bougie I 
crowded the whistle down a few millimeters each day for several days 
until it finally passed into the stomach. The boy is now a man and has 
never had any further trouble from the whistle. However, crowding a 
foreign body from the esophagus into the stomach should not be attempted 
at the present day if it is possible to secure the assistance of a competent 
esophagoscopist. 


A boy, aged 6 years, had swallowed a piece of tin a few hours before he was 
brought to me. The parents had only the child’s description of it. The radio- 
graph showed a round piece of tin about 2 cm. in diameter located in the median 
line just above the level of the clavicles with its flat surface forward. A lateral 
view gave a shadow, just in front of the spinal column, about 8 mm. thick by 2 cm. 
long. This was before the days of bronchoscopy. I gave chloroform and passed the 
bent esophageal forcep with which I tried to grasp the foreign body but 
failed. I tried also a metallic tube forcep with no better results. I then 
passed a Maw’s large esophageal bougie which went easily into the stomach, but 
I could not feel the foreign body. Another radiograph was then taken which 
showed the body lodged in the stomach. The subsequent history was not obtained. 

E. S., an uneducated foreigner who had not been long in the country was 
brought to me about a month after having swallowed a sharp triangular piece 
of tin 2.7 em. in length upon each side. I learned that the night after swallow- 
ing it his throat had been quite sore and that subsequently he had been unable 
to swallow solids but had taken fluids without great difficulty. He complained 
of a sticking sensation just back of the larynx. A large esophageal bougie was 
stopped by the foreign body 20 cm. below the front teeth. I did not obtain a 
radiograph but felt confident of the position of the foreign body, and without an 
anesthetic, passed a bent esophageal forceps with the blades antero-posteriorly. 
These were opened widely but gently, then carefully introduced to the required 
depth, where they grasped the body on the first attempt. The body was with- 
drawn without difficulty. It must have produced some injury to the mouth of the 
esophagus, but the patient did not report again and therefore I concluded that 
he had made a good recovery. 
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Where coins or similar shaped bodies have lodged in the esophagus, 
if their position can be ascertained by means of an esophageal bougie or 
a skiagraph, either the bent esophageal forceps or an 8- to 12-inch hemo- 
stat may often be successfully employed in their removal. In such cases 
the exact measurement of the distance from the teeth to the foreign body 
should be taken, and then with the head in the proper position, the for- 
ceps should be introduced down to the immediate vicinity of the body. 
The blades should then be opened widely but not too forcibly antero- 
posteriorly, and pushed gently downward about an inch, when they may 
be closed with great assurance of grasping the offending body. Success 
may often be attained in this way, even where there is a large amount of 
edema of the esophagus, and in some cases where the esophagoscope might 
pass by the foreign body without the operator being able to discover it. 
H. W. R. L., a child, aged 2 years and 2 months, was brought to me a week 
after having swallowed a penny. He had been unable to eat any solid foods since 
that time, and had some choking upon getting excited. The history stated that 
after the accident the child sometimes could not swallow solid foods at all but 
at other times could. The a-ray showed the chin in the esophagus opposite the 
second dorsal vertebra, with the flat surfaces antero-posteriorly. This was before 
I had seen an esophagoscope. I passed a long bent forceps down to the region 
of the foreign body, then opened the blades antero-posteriorly and pushed them 
gently down an inch and a half when they closed firmly upon the penny which was 
removed without difficulty. 


In a subsequent case I searched diligently for a coin with the esophago- 
scope, but could not find it, and then using an esophageal forceps, as in 
this case, removed the foreign body easily. 

When coins have been impacted in the esophagus for some time with 
the production of much edema and swelling, the folds of the esophagus 
are liable to cover them entirely. It is probable that in the majority of 
cases where the laryngologist has not been able to find a coin or button 
with the esophagoscope and has concluded that it has ulcerated through 
the esophagus, it was simply hidden in this way. 

The esophagoscope appears to have been first used by Kussmaul in 
1868 ; next by Mikulicz in 1881, and it was brought to a fair stage of per- 
fection by v. Hacker in 1889; but the means of illumination were not 
then very satisfactory, and it is probably for this reason that although 
several operators presented papers on esophagoscopy during the’ next few 
years, the operation did not meet with great favor until it was taken up by 
laryngologists subsequent to Kirstein’s publication in 1895 and following 
Gustav Killian’s epoch-making work on laryngo-tracheo-bronchoscopy and 
esophagoscopy from 1896 to 1899. Since then the management of foreign 
bodies through the esophagoscope has become an established operation of 
very great value, and has been adopted by many laryngologists and by 
some internists who are specializing on diseases of the stomach. It is 
significant that most of this work has been done by laryngologists, 
although they cannot claim credit for the discovery and early develop- 
ment of esophagoscopy. 

Before attempting to pass an esophagoscope, the laryngopharynx 
should be thoroughly examined with a laryngeal speculum. 
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In practicing esophagoscopy it is desirable first to locate the position 
of the body by a bougie or radiograph; then an instrument of proper 
length.and of a size as large as can be comfortably introduced should be 
selected. This should be fitted with an obturator which will allow it to 
pass into the esophagus smoothly and without injuring the soft tissues. 
Good assistants will generally be needed; one to hold the head firmly, 
another to attend to the anesthetic if one is used, and a couple of nurses 
to furnish the other desirable assistance. It is best to place the patient 
on the back with his shoulders drawn from 4 to 6 inches beyond the end 
of the table, the head bent backward and supported firmly by the first 
assistant. Dr. Jackson prefers having the assistant who holds the head sit 
at the patient’s right on a high stool, with his left foot resting on a lower 
stool bringing his left knee up to about the desired height of the patient’s 
head. The assistant’s right arm is passed under the patient’s neck and 
his hand brought up on the left side to hold the’gag, which is an essential 
instrument. The left hand grasps the vertex and holds the head firmly. 
I have been accustomed to having the assistant on. the patient’s left side, 
the anesthetist on the right side, and some one else to hold the gag and 
possibly the patient’s body. 

Unless injured or inflamed, the esophagus is not very sensitive; 
therefore, if the patient has fairly good grit or if he is so small that he 
may be held quiet, it may be unnecessary to use any anesthetic. Where 
an anesthetic becomes necessary, cocain from 10 to 20 per cent.,in a 1 or 2 
to 4,000 solution of suprarenalin will often be found sufficient ; but cocain 
is too dangerous to be employed in any considerable quantity for this 
operation in children. 

K. H., a girl, aged 14 years, swallowed a sand burr the day before she was 
brought to me. She felt that it had lodged in the upper part of the esophagus 
on the right side. It caused much pain when she attempted to swallow. I 
applied cocain and passed a bronchoscope 7 mm. in diameter with an internal 
light, well down the esophagus and slowly withdrew it searching carefully in 
every direction but was unable to see the foreign. body. I then took a larger 
instrument which would distend the esophagus and passing it carefully found the 
burr 15 cm, below the upper teeth. I removed it with a Killian forceps without 
difficulty. 


Frequently in short operations in children under 4 or 5 years of age 
who are not excitable, no anesthetic is needed; but in children who are 
frightened or very nervous, or in adults who are not able to stand discom- 
fort, and in all cases where spasm of the esophagus occurs, a general anes- 
thetic will not only be of great help to the operator, but it will save the 
patient much discomfort and will render the operation less dangerous. 
Ether is without doubt the safest anesthetic for the purpose, though 
chloroform has several apparent advantages. I formerly used chloroform 
with children, and think every one who has employed it would recognize 
its advantages, provided it was as safe as ether; but as it is not, the oper- 
ator cannot use it without assuming grave responsibility. It should not 
be forgotten, however, that complete anesthesia is especially dangerous 
when there is much dyspnea. In passing an esophagoscope under such 
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circumstances great care should be taken not to make any unnecessary 
pressure on the trachea by carrying the instrument too far forward. 

The esophagoscope may be introduced by the sense of touch guided 
by the forefinger of the left hand, or it may be introduced by sight with 
the aid of a laryngeal speculum (tube spatula). There are several instru- 
ments that may be employed for this purpose—Jackson’s, Killian’s and 
my own are most familiar to me and all possess the requisite qualities. 
When the end of the instrument has been passed into the mouth of the 
esophagus, the patient’s head should be brought a little further forward 
so that it may follow the natural course of the organ without pressing too 
greatly on the trachea. 

The esophagoscope may be illuminated either by the internal or by 
the external light, but it should not be forgotten that dynamo currents 
are dangerous because of the possibility of short circuiting; therefore, 
some form of battery of low voltage should be employed. A battery has 
been devised by Jackson which leaves little to be desired in this direction. 
With his battery the small internal electric bulbs or the larger Briiening 
or Kirstein lamps may be highly illuminated without danger to either 
patient or operator. 


As an illustration of the ease with which foreign bodies may sometimes be 
removed, I may cite the case of a 5-year-old child that had swallowed a nickel, 
2 cm. in diameter, 4 days before he was sent to me. The a-ray showed the foreign 
body lodged back of the cricoid cartilage with its flat surfaces antero-posteriorly. 
Under chloroform anesthesia, I introduced a bronchoscope with an internal lamp, 
quickly found the coin and withdrew it without difficulty with an ordinary tube 
forcep. The child was discharged the next day. 


The principal difficulties experienced by operators in passing the 
esophagoscope come from incorrect position of the patient’s head and 
faulty direction of the instrument, though sometimes spasm of the muscles 
of the pharynx or esophagus cause a serious obstacle. The correct position 
of the patient’s body and head and the proper direction of the instrument 
cannot be better described than in Chevalier Jackson’s excellent mono- 
graph. The essentials are that at first the head be bent backward, so as 
to straighten the cervical curvature and bring the axis of the oral cavity 
in line with that of the esophagus; but as soon as the mouth of the 
esophagus has been passed the head must be brought slightly forward so 
that the instrument is directed downward and backward at an angle of 
about 10 degrees. An obturator that supplies a smooth conical end should 
always be used unless the instrument is passed by sight. Spasm should 
be relieved by deep anesthesia. 

A few years ago this operation was said to be devoid of all danger, 
but we now know that even with experienced operators fatalities may 
occur, and we have reason to believe that with others there may be a large 
percentage of mortality. In a recent publication Jackson states that in a 
series of 616 esophagoscopies for foreign bodies which he had collected, it 
was shown that nineteen deaths had occurred, or a mortality of 3 per cent. ; 


but as he very justly states, this probably indicates the mortality of skilful ' 


work in large clinics, and he feels that the deaths at the hands of unskilful 
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operators must be many times greater than this; indeed, he had confi- 
dential correspondence from esophagoscopists giving accounts of eight 
other deaths. If the inexperienced operator has a successful case he 
reports it quickly, but if another case terminates fatally, he has nothing 
to say. Indeed, excepting in hospital service, for obvious reasons, even 
among fair men, very few of the fatal cases can be reported. He regards 
the esophagoscope in the hands of rough, careless or inexperienced physi- 
cians as a dangerous and often fatal instrument. Yet the traumatism I 
have found after some unsuccessful attempts at removal of foreign bodies 
leads me to think that possibly any other instrument, excepting perhaps 
the bristle probang, in similar hands might be quite as dangerous or even 
more so. It has appeared to me that there is a large element of danger in 
too prolonged operations, and I think that an hour ought to be the limit. 
I have seen only two cases that illustrate the dangers of impaction and 
of removal of foreign bodies from the esophagus. 


The first, a child aged 2 years, was brought to me four days after having 
swallowed a silver quarter 2.4 cm. in diameter. It was a weak rachitic child with 
very large head and prominent veins, but no other bodily deformity. I found a 
temperature of 100 and pulse 110. The blood examination showed 23,650 leuko- 
cytes. The child had been unable to take any food since the accident and con- 
sequently was very weak. A radiograph showed that the coin was lodged in 
the esophagus just above the level of the clavicles, its flat surfaces antero-pos- 
teriorly, the position in which flat bodies practically always lodge in the esopha- 
gus. I was unable to operate until the following day when under chloroform 
anesthesia, I passed an esophagoscope, and soon found the coin which was removed 
without difficulty. The temperature steadily increased from the time of the 
operation for about 36 hours when it reached 108 F. shortly before death. No 
post-mortem could be obtained. The child had been 5 days without any nourish- 
ment before the foreign body was removed and from the temperature and leuko- 
cytosis it seems fair to conclude that the operation did not hasten the fatal 
result. I am confident that no injury was done during the operation. 

I saw a somewhat similar case with Dr. Friedberg in which a child, aged 
about 2 years, had swallowed a coin 2.3 cm. in diameter. It had been in the 
esophagus 11 days when I assisted Dr. Friedberg in its removal. Considerable 
injury had been done to the esophagus by efforts at extraction before Dr. Fried- 
berg saw the patient. The radiograph showed the coin located a little above the 
line of the clavicles a little to the right of the median line. We passed an 
esophagoscope even the whole length of the esophagus and searched critically 
and repeatedly for the foreign body, but were unable to see or feel it. Finally 
when esophagoscopy had proven fruitless, a blunt pointed 8-inch hemostat was 
passed into the esophagus until it neared the position of the coin when it was 
turned and the blades carefully opened antero-posteriorly. It was then pushed 
gently down about an inch and closed on the edge of the coin, which was removed 
without further difficulty. The temperature had been from 100 to 102.2 before 
the operation, subsequently it ran from 100 to 104 until the child’s death four 
days after the operation. No post-mortem was obtained. 


Notwithstanding the difficulties and dangers attending esophagoscopy 
for the removal of foreign bodies, the history of this operation for the 
last few years leaves no doubt that the aid of an experienced laryngologist 
should be secured in all cases where foreign bodies have become impacted 
in the esophagus. Where it is impossible to obtain the help of a skilful 
esophagoscopist, the methods which I have already referred to, such as 
removal by bent or straight forceps, without the aid of illumination, or 
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pushing the foreign body into the stomach, are sometimes justifiable. In 
every possible case, esophagoscopy should be employed instead of the 
much more dangerous esophagotomy. 


H. C., a child, aged 2% years, had swallowed, six days previously, a fleur-de- 


‘lis chatelaine pin which had very rough sides and angles and measured 2.8 em. 


in length by 2.1 em. in breadth. The radiograph showed it lodged in the 
esophagus just above the level of the clavicles with the flattened surfaces antero- 
posteriorly. The child had been unable to take any solids but swallowed liquids 
freely. Under chloroform I used the esophagoscope and after a great deal of dif- 
ficulty, succeeded in seeing a very small part of the end of the pin. The pin was 
then easily grasped and removed. The patient made an uneventful recovery. 

T. J. E., aged 60 years, was brought to me three days after having swallowed 
a chicken bone having two ends measuring respectively 2.5 cm. and 3.6 em. in 
length, and joined at an angle of about 50 degrees. This patient had not 
been able to swallow even a drop of water since the accident. Three physicians had 
made persistent efforts to remove the obstructing body, but without success, I 
gave the patient ether and upon passing an esophageal tube found that a good 
deal of injury had been done about the mouth of the esophagus, so altering the ap- 
pearance of the parts that it was difficult to determine the conditions and impos- 
sible to see the foreign body. After a prolonged search I passed a large broncho- 
scope down the esophagus to the cardiac orifice of the stomach and I searched 
every portion with the greatest care, but was unable to see any foreign body. I 
then introduced a large olivary bougie 16 mm. in diameter which passed without 
obstruction into the stomach and encountered nothing that gave the sensation of 
a foreign body. Upon withdrawing the instrument carefully, however, I noticed 
near the mouth of the esophagus a slight sensation which I attributed to the for- 
eign body. I then introduced a large tube and passing it gently and slowly into 
the upper portion of the esophagus worked it down and up until I finally discov- 
ered one edge of the bone lying laterally across the esophagus between two folds 
of mucous membrane; I seized it with forceps, and though it was quite firmly 
impacted, withdrew it without difficulty. The patient made a speedy recovery. 


An operator myst not too readily conclude that something which, to 
him, appears unnatural, is the wound through which .a coin or button 
that cannot be found has made its way through the esophageal wall, for in 
the great majority of cases it would be very much more probable that such 
a foreign body was hidden by a fold of edematous tissues. 

The very great mortality from external operations and the almost 
hopeless chance for success by thoracotomy should encourage the esopha- 
goscopist to adopt every reasonable measure to discover and remove any- 
thing impacted in this organ. When large or rough bodies have become 
fixed in the lower portion of the esophagus, they should be broken up in . 
some way and removed piecemeal, the greatest care always being taken not 
to inflict injury. 

After the removal of a foreign body from the esophagus, if there is 
reason to believe that any necrosis has occurred, or that any injury has 
heen done, the patient should be nourished by enemas for a few days, and 
then liquid diet should be given until the surgeon feels confident that the 
parts have sufficiently healed to allow the ingestion of solid food. For 
relief of inflammation and as an application to injuries I recommend the 
administration every three or four hours, of a powder, consisting, for an 
adult, of 20 grains of subnitrate of bismuth and 20 grains of calcined 
magnesia. This should be moistened with a few drops of water and 
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swallowed in this pasty condition with the hope of smearing it over the 
whole surface. The magnesia is added to the powder for the sake of pre- 
venting the constipating effects of the bismuth. 


15 E. Washington Street. 





SOME ESOPHAGEAL CASES * 


Stanton A. Frreppenc, M.D. 
CHICAGO 


In a paper read before this society last year in which I reported the 
removal of foreign bodies by bronchoscopy and esophagoscopy,’ one case 
was cited in which the foreign body was removed from the esophagus by 
a method in which only the direct speculum and a suitable forceps were 
used. To this case I wish to add two-others in which the same procedure 
was carried out and also to describe several other cases interesting from 
various standpoints. 

As is well known, the location of foreign bodies which become lodged 
in the esophagus of infants or young children is usually at some point 
between the cricoid cartilage and the plane of the supraclayicular notch. 
This applies more particularly to coins, round whistles and bodies of 
similar shape. A circumstance that many have experienced and have 
called attention to, is the ease with which the esophagoscope may be 
passed in the case of a foreign body in the esophagus without revealing 
its location. This is due to the fact that the end of the esophagoscope 
in its introduction impinges on the posterior or vertebral wall of the 
esophagus especially at its upper part. In doing so it may easily pass 
behind the foreign body lying under the ledge of the cricoid and crowd it 
forward to the less-resisting tracheo-esophageal wall. In withdrawing 
the esophagoscope and making a careful search from below upward it may 
usually be revealed provided it is not impacted and surrounded or covered 
by edematous mucous membrane. This latter adds immeasurably to the 
difficulties of the operation and is seen many times after ill-advised efforts 
have been made either to remove the body blindly or push it downward 
into the stomach. 


Case 1.—The first case in which I removed the foreign body by means of the 
direct speculum was that of a girl, aged 1 year, who had swallowed a penny. 
In this case I easily passed the esophagoscope without any anesthetic being given. 
This examination was brief and did not result in my finding the coin. The next 
day under ether anesthesia I introduced the Ingals speculum into the mouth of 
the esophagus and to my surprise I could see the upper edge of the penny 
approximately one-half inch below the end of the speculum. The esophagus was 
distended from side to side. The coin was easily removed by means of a long 
urethral alligator forceps. Recovery was uneventful. 

Case 2.—A. P., 17 months old, referred by Dr. D. D. Lewis with a history 
of having swallowed a penny four days previously. Since that time the difficulty 


* Read before the Chicago Laryngological Society, Nov. 21, 1911. 
1. Int. Mep. Jour., March, 1911. 
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in swallowing had increased. The skiagraph showed the coin in the usual loca- 
tion and upright position. The child was placed on the table, the direct speculum 
introduced into the mouth of the esophagus and the coin seen a short distance 
below the end of the speculum. It was removed with forceps without much dif- 
fiulty. No anesthetic was used in this case. The patient lived out of the city 
and as its condition was good the parents were allowed to take the child home. 

Case 3.—H. K., aged 5 years, referred by Dr. William L. Ballenger. Four 
days before she had placed a tin whistle in her mouth and had attempted to 
swallow some water. In doing so the whistle became lodged in the throat. She 
complained only of a little pain in the throat during the day but at night she 
refused to eat. The next day conditions were about the same. On the fourth 
day she was able to drink and retain the first cupful of water she had had since 
the accident and in addition ate some plums, The pain and sensation of a foreign 
body in the throat persisted together with pain in the posterior cervical region. 
She was brought to the hospital.on this day. The skiagraph revealed the whistle 
in the upper part of the esophagus. On examination with the direct speculum, 
the whistle was easily found but the resistance offered to its removal was so 
great that it was judged best to give ether. A small amount was administered 
and the foreign body removed. The whistle measured 2.2 cm. in diameter. 
Recovery was uneventful. Particular attention was paid in this case to see if 
there was any laryngeal disturbance owing to the pressure exerted upon the 
arytenoid and cricoid cartilages by the speculum. Beyond a slight hoarseness 
which lasted a few hours there was no ill effect. In these three patients the 
removal of the foreign body was brought about with such comparative ease that 
I wish to call attention to the method as it seems to me to be a simpler pro- 
cedure than the use of the endoscope, especially in the cases which I have 
specified. . 


In addition to these casey several others, more or less typical in their 
class, may be cited on account of interesting features. 


CasE 4.—M. C., aged 30 years, was admitted to the service of Dr. Joseph C. 
Beck, July 1, who kindly referred him to me. He gave this history: while eating 
soup the night before, he felt a choking sensation, as if a bone had become 
lodged on the right side of the throat. He induced vomiting without bringing 
about its removal. Later he went to a physician whom he stated felt the bone 
and worked for two and one-half hours to remove it. He came to the hospital the 
next morning. Examination showed a good deal of congestion and edema of the 
pharynx but the bone was not visible. Operation was deferred until a skiagraph 
could be taken. The patient suffered a great deal of pain and was unable to 
swallow either fluids or solids. I saw him July 4th and under local anesthesia 
I introduced the direct speculum and found great edema involving the right lower 
half of the pharynx, epiglottis and ary-epiglottic fold. In spite of a profuse use 
of cocain, so much pain was caused in attempting to pass the esophagoscope that 
ether had to be given. The whole length of the esophagus was examined but the 
bone was not found. The patient was put to bed, cold compresses applied to the 
neck, and an adrenalin spray ordered for the pharynx and larynx. He was kept 
on this treatment for several days to reduce the swelling in the throat. He 
improved somewhat and though still suffering pain and discomfort was able to 
take liquid nourishment. Examination of the throat was then made by the 
indirect method. The swelling and edema had subsided greatly. A small white 
appearing area was seen in the pyriform fossa. The throat was anesthetized 
and a Mackenzie laryngeal forceps was introduced and the folds of edematous 
mucous membrane separated. The bone could then be seen and although resist- 
ing greatly was removed with the forceps. Its measurements were 2.5 cm. by 
1.5 em, Relief to the patient was practically immediate and he was discharged 
from the hospital the next day. This case is cited to call attention to the 
necessity of complete and thorough examination of the pyriform fosse in cases 
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of suspected foreign bodies in which pain is localized to the upper part of the 
esophagus. The skiagraphic picture appeared to be uncertain and indefinite. A 
picture taken subsequent to the operation revealed the error in interpretation. 

Case 5.—This was a child aged about 14 months, referred by Dr. Ballenger. 
The father brought the child directly from the train to the hospital. The history . 
in brief was that the child had swallowed some small metal toy. At first the 
father refused to allow anything to be done at all. Finally he consented to 
allow an examination to be made but gave no opportunity to have a skiagraph 
taken. Under ether the esophagoscope was passed and after much search the 
foreign body was found. I managed to grasp it with forceps but in attempting 
to remove it the resistance was so great that I feared that I might rupture the 
esophagus. The tube and forceps were taken out and a larger tube inserted. I 
searched for a long time but could not find it again. Whether it was dislodged 
and pushed down into the stomach, I do not know. The child was taken out 
of the hospital before it had recovered from the anesthetic so that no opportunity 
was given for further examination. In spite of the failure in this case a valuable 
lesson was learned and that is if one is to undertake these cases he should have 
the fullest cooperation on the part of the patient or its parents. Skiagraphs 
should be obtained, careful physical examinations made, the patient should be 
properly prepared and one must be assured that the needful instruments are at 
hand. At best the work is hard.enough without the additional handicap of 
uncertainty and inefficient or insufficient preparation. 

Case 6.—J. J., aged about 4 years, some months previously had swallowed 
lye. He was admitted to the surgical service at the Cook County Hospital in 
such condition that he could only swallow fluids with great difficulty. A gastros- 
tomy was performed and an unsuccessful attempt was made to pass a bougie 
from below and also above. Later he was transferred to my service. Under 
ether a Jackson endoscope was introduced, the site of the stricture found and 
dilated through the tube with Maw bougies up to No. 11. Dilatation with the 
ordinary esophageal bougies was then carried out for several weeks without any’ 
difficulty. There was no trouble in swallowing fluids and softly prepared foods. 
His parents took him home and discontinued treatments. He was returned to 
the hospital in a few weeks with the history of a recurrent increased difficulty in 
swallowing. He was again anesthetized and the stricture dilated through the 
tube. The ordinary esophageal dilatation was then carried on with’so great 
improvement that he was soon able to swallow solid food without difficulty. Soon 
after he was attacked by scarlet fever and was transferred to the contagious 
hospital. I did not see him after this time. This case is not cited as a cure as 
it is well known that a long period of treatment has to ensue before we can con- 
sider such cases cured. It is cited to show the great practical value of the 
endoscope in revealing the location of the stricture and the facility with which 
the primary dilatation was carried out. 

Case 7.—One other case may be cited in which the direct method of exami- 
nation revealed an irregular swelling in the region of the mouth of the esophagus. 
An esophageal bougie could not be passed. Examination with the direct speculum 
showed the mass on both sides of the esophagus with a projecting tongue-shaped 
growth on the vertebral wall extending almost to the arytenoid cartilage. This 
had prevented the passage of the bougie. With the aid of the speculum, small 
bougies could be passed under this edge into the esophagus. The new growth 
was malignant in its nature and no cure could be hoped for. 


Other instances of stricture of the esophagus due to various causes 
could be quoted but the cases I have cited give a very fair illustration of 
the value of the esophagoscope and direct speculum both in the matter 
of diagnosis and treatment. 

15 East Washington Street. 
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A CONSIDERATION OF SOME OF THE DIAGNOSTIC SIGNS 
AND SYMPTOMS OF BRAIN TUMOR* . 


D’Orsay Heout, M.D. 


Assistant Professor of Nervous and Mental Diseases, Northwestern University Medical 
School; Neurologist to the Michael Reese and St. Elizabeth's Hos- 
pitals; Consulting Neurologist to the Cook County 
Institutions at Dunning, II. 


CHICAGO 


It were vain indeed within the allotted space of time to commit one- 
self to the task of an exhaustive or even orderly discussion of the immense 
amount of comparatively new information dedicated to the problem of 
brain tumor. I, therefore, ask your indulgence if the remarks to follow 
appear disjointed and dogmatic. 

The neurologist’s insistence of the fact that tumor of the brain is a 
quite common form of lesion of the nervous system seems not to have 
received its proper valuation by the physician in general practice. For 
him the likelihood of intracranial growth is still rather too remote and 
to be seriously reckoned with only after sundry and diverse diagnoses 
have been ventured, found wanting and abandoned. The knowledge of 
tumor existing elsewhere in the body, let us say in the abdomen or pelvis, 
is met with much complacency, whereas the presence of cerebral growths 
is quite likely to precipitate surprise, confusion and even consternation. 
A failure to appreciate the true frequency-incidence of brain tumor is in 
some measure responsible for this attitude,* and no doubt the different 
and more difficult methods of approaching the diagnostic problem tend 
only to accentuate it. 

The aids of direct palpation and to a lesser degree auscultation, so 
helpful in outlining tumors elsewhere, are of little or no avail in the field 
of endocranial growths, whose presence and location are determined by 
(1) general pressure effects, and (2) localizing or focal signs. 


GENERAL PRESSURE EFFECTS 


Coming at once to the question of the practitioner’s regard for the 
general pressure phenomena, headache, vomiting and optic nerve head 
changes, I feel that a word of comment is not amiss, and at the outset 
would wish to be understood that none of the general symptoms so-called 
are specific for tumor. It is quite possible to meet with any or all in 
brain syphilis, nephritis, encephalitis, meningitis, cerebral arteriosclerosis, 
hydrocephalus, etc. They distinctly point to brain disturbance; may even 
strongly suggest brain tumor, but they neither determine that fact nor 
do they in the least illuminate the problem of localization. 


* Remarks made at the meeting of the St. Joseph County Medical Society, South 
Bend, Ind., December, 1910. 

1. Cushing’s recent statement relative to the Johns Hopkins Surgical Service shows 
an increase of from 0.06 per cent. in the first 5,000 admissions to 1.3 per cent. in the 
last 3,000; also forty tumors in the last 1,000 admissions, a ratio of 1 to 250; also 
180 tumor cases, most of which were admitted to his service during the past two years. 
Bruns’ statement is that brain tumor occurs in 2 per cent. of all patients suffering from 
nervous disease. 
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Brain tumor headache, caused as it is by increased intracranial pres- 
sure and traction on the dural envelopes, is far too often ascribed to such 
causes as syphilis, biliousness, eye strain, migraine, neurasthenia, and a 
host of irrelevant ills. Assuming that an individual has had syphilis, 
beyond the peradventure of a doubt that conspicuous fact does not pre- 
clude the possibility of subsequent or even concurrent tumor growth of 
different origin and pathology. In the thoughtless, reckless and endless 
administration of mercury and iodid, it should be borne in mind that, 
as a rule, an adequate therapeutic test, controlled by the Wassermann 
serodiagnostic reaction, will suffice to affirm or exclude the diagnosis of 
syphilis. Mc ‘eover, there is no good reason for believing that a person 
afflicted with migraine could not develop a new growth in the brain, in 
which even a differentiation of the resulting types of headache would be 
highly desirable and important. In this condition, too, the treatment is 
persisted in for months and, to my certain knowledge, in two instances 
of slow-growing tumors it was more than.a year before the more grave 
underlying pathology was suspected and confirmed. Particularly is the 
diagnosis too long deferred or indeed never made in those cases where 
headache is only occasionally present, or perhaps altogether absent, as 
may be the case in pontine lesions. In touching on this point I am 
reminded of a patient very recently seen, in whom findings *were noted 
of intense vertigo, some vomiting (influenced chiefly by posture), per- 
fectly normal fundi, complete fifth, sixth, seventh and eight cranial nerve 
paralysis, together with hemiparesis and hemiataxy. Prior to my seeing 
the case a diagnosis of “Bell’s palsy with neurasthenia” had been made. 
The cerebral character of the lesion, in the absence of prominent general 
symptoms, to say nothing of its pontine location, seems not to have been 
suspected. 

When brain tumors, therefore, occupy certain locations, headache may 
be either a negligible quantity or conspicuous by its entire absence. 
Cephalalgia is present, however, in the vast majority of instances as a 
genuine intense pain, which the patient may be unable to sharply delimit. 
I have known it to reach an agonizing degree, especially in hypophyseal 
growths. It may be constant or recurrent, and that, too, with remarkable 
periodicity; it may be diffuse or always frontal or always occipital, and 
yet the area of its exhibition need bear no direct relation to the area of 
the lesion. When a tumor is located in the cerebellum, the pain is, as 
a rule, constantly in the occipital region, radiating into the neck and 
shoulder, with the head drawn to one side or the other. .I think perhaps 
in no other region does the pain seem so constantly referred to the site 
of the lesion as in the cerebellum. Some cases, however, that come to 
operation or necropsy tend to show that an inverse ratio is not uncommon, 
and that we may have occipital headache, with frontal lobe tumor, or 
vice versa. Particularly misleading is the complaint, not of pain or ache, 
but of pressure, fullness, or a sense of weight about the head, simulating 
as it does the lead-cap pressure symptom characteristic of the functional 
disorders. 
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Only a word in passing about nausea and vomiting of cerebral origin 
so-called. I believe that undue prominence has been given it in the 
tumor syndrome and far too much emphasis placed on its projectile 
character. Where there is an unusual degree of hypertension, and espe- 
cially when the symptoms are far advanced, vomiting may be severe, even 
abrupt, influenced by posture and bearing no relation to the intake of 
food; but to designate it as projectile is to exaggerate and supply an 
. erroneous notion. Its occasional occurrence is often associated in the 
mind of the practitioner with some gastric or gastro-intestinal disorder, 
and thereupon subjected to protracted albeit futile therapy. 

In passing, qgne might mention that the pulse and respiration rate, 
and the phenomena of yawning and hiccough occasionally attract atten- 
tion in the brain tumor syndrome, especially if the centers in the medulla 
are embarrassed by direct or indirect pressure. By some authors it is 
he!d that the pulse rate in brain tumor is commonly slow, but others 
again contend that it is rapid. The mental state, aside from that 
observed when the intellectual powers are impaired by reason of frontal 
or prefrontal lobe involvement, is best described in terms of hebetude or 
a clouding of the sensorium, so aptly referred to by the Germans as 
Benommenheit. That this may under slowly increasing hypertension and 
pain lead to disorientation, confusion and excitement, I have seen in my 
own experience. 

As to the fundus changes in the form either of neuritis or edema, I 
desire briefly to take into account what some of the most recent literature 
affords, and obtrude a few reflections of my own. There is no doubt but 
that the presence of optic neuritis, and still more papilledema (choked 
disk) constitutes the most significant general objective symptom of brain 
tumor. When, -however, in the presence of other marked focal findings 
it remains altogether absent or is very late in making its appearante, 
that of itself is of diagnostic (focal) importance. I do not wish to be 
understood as saying that an exact localizing diagnosis can ever be made 
‘from papilledema, but merely call attention to the value of its absence or 
delayed accession, for instance, in tumors of the pons, and occasionally 
large gliomata situated elsewhere. Rarely is optic neuritis or choked 
disk an early finding in tumor, although in intra- and extracerebellar 
lesions it invariably appears early and is intense. In fact, its entirely 
disproportionate intensity to other symptoms is strongly presumptive of 
an intracerebellar localization. The neurologist is not in the best posi- 
tion, nor even in a favorable one, to discuss the time of onset of disk 
changes and swelling; it is more than likely that he sees the patient in 
the late rather than early period of the disease. 

A clinical observation of value, I think, is the complaint of transitory 
blindness, a symptom not always volunteered by the patient, but more 
often elicited on direct inquiry. When present, it should give rise 
to a suspicion of optic nerve-head involvement and calls for careful 
examination. 

In following the statistics on the relationship of optic neuritis to 
intracranial tumors, one is amazed at the varying conclusions drawn 
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from different sources and series. Leslie Paton’s tabulation of 200 cases, 
in which forty, or exactly 20 per cent., showed no neuritis* at any time 
during the course of the disease, is one of the later contributions of real 
merit to the question. 


PATON’S TABLE.—RELATIVE FREQUENCY OF CASES WITHOUT NEURITIS 
Per Cent. 
No neu- with 
Cases. ritis. Neuritis. 
. Subcortical 
. Pontine 
. Extracerebellar 
. Optic thalamus and midbrain 
Precentral (excluding case of primary atrophy) . . 


Third ventricle and pituitary 
. Temporosphenoidal 

. Cerebellar 

Fourth ventricle 


SSRN ee me poe 


we 


40 20. 


Very worth while are Paton’s conclusions as to the incidence and 
severity of optic neuritis in tumors variously situated in the brain. He 
states : 


1. Precentra] tumors are nearly always associated with neuritis fairly severe 
in type. 2. Postcentral tumors are nearly always associated with neuritis, as a 
rule moderate, and often of very short duration. 3. Temporo-sphenoidal tumors 
are always associated with neuritis of about the same degree of severity as in 
frontal tumors. 4. Of subcortical tumors about one-half develop neuritis, as a 
rule moderate in degree, and, as in the cases of parietal tumors, frequently of 
short duration. 5. Optic thalami and mid-brain tumors are almost invariably 
associated with optic neuritis of very great severity. 6. Cerebellar tumors are 
constantly accompanied by neuritis of a grave character. 7. Extra-cerebellar 
tumors, as a rule, develop neuritis of a grave character. 8. Of pontine tumors 
about one-half only develop optie neuritis, and then only when neighboring parts 
of the brain, especially the cerebellum, have become involved. The neuritis when 
it does develop is usually very severe. 9. Ventricular tumors develop a moderate 
neuritis and, if arising from the floor of the third ventricle, a simple pressure 
atrophy may replace the neuritis. 


An absorbing interest has always surrounded the question of the 
localizing value of the difference in degree of optic neuritis in the two 
eyes, as pointing to the side of the tumor. The neurologist seldom sees 
fundus changes run their entire course under his immediate observation ; 
nor does the ophthalmologist often have the opportunity. Hence large 
and at once reliable statistics on this point are not so readily accessible. 
However, in the recent literature we find a few authoritative expressions. 
For instance, Paton, from an observation in a series of thirty cases, with 
neuritis developing while the patients were constantly under his observa- 
tion, concludes that “we cannot assume that a difference in the amount 
of neuritis is a sign of localizing value.” Horsley, expressing himself in 
regard to the special significance of the eye symptoms in his case, states 
that the greater degree of neuritis or papilledema was “ipzolateral ;” 
that is to say, on the same side as the brain lesion. Further opinions 


2. When English authors employ the term neuritis it is intended to convey the 
idea also of edema and choked disk. In that sense it covers all degrees of swelling. 
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on this point of homolaterality of disk edema and tumor are ventured 
by Bordley and Cushing, who state that in 70 per cent. of their cases 
the greater swelling was on the side of the tumor. Martin, in his analysis 
of 601 assembled brain tumor records, found this to be true in a ratio 
of 71 to 29. In their earlier reports, de Schweinitz and Holloway reached 
pretty much these same conclusions, but more recent inquiry had led to 
some revision. Important as the degree of disk edema may seem, nearly 
all investigators, and especially Horsley, Cushing and de Schweinitz, 
raise to far greater importance the necessity for recognizing the very 
beginnings of involvement, that is to say, in which eye and in which 
‘ portion of the disk the first changes susceptible of detection occur. This 
means that a painstaking charting of the visual fields and closer inquiry 
into the light and color sense are of genuine value in establishing an 
early diagnosis. The condition defined as pseudo-optic neuritis due to 
refractive error should always be borne in mind; neither it nor neuritis 
from accessory sinus disease should be misleading if due care be taken. 

In this connection I wish to add a word concerning the contentions 
of Bordley and Cushing, who, by their chartings of the visual fields, have 
given us some new and apparently reliable criteria for the early diagnosis 
of brain tumor from the eye side. These show a contraction to form and 
an inversion or reversal of the normal color formula. Dyschromatopsia, 
as it is called, has ever since Charcot’s studies been regarded as distinc- 
tive and almost pathognomonic evidence of hysteria. Bordley and Cushing 
have no doubt given it a wider interpretation if their interlacing of the 
fields, recently described, is in so many cases noted as an early finding 
in brain tumor, even considerably antedating the appearance of fundus 
changes. 

I recall the case of Mrs. R. C. H., aged 23 years, seen in April, 1910, 
who for more than a year was treated by several physicians for “hysterical 
and neurasthenic symptoms.” The case was instructive because of long- 
standing, unchanged general symptoms. Headache, more or less per- 
sistent, confined to the temporal region; for the past three years charac- 
terized by increasing severity at each menstrual period, and for the past 
two years almost constant and shifting to the back of head and nape of 
neck. Easy fatigue and excessive emotionalism led to the inference of a 
disturbance entirely functional. Blurred vision in both eyes for six 
months prior to examination ; also slight vertigo, and an occasional sense 
of something bursting in the right ear. Never any nausea or vomiting. 
A complete physical examination, including that of the sinuses, was 
negative; the fundi, however, revealed optic neuritis, distinct in both 
eyes, but more advanced in the right. Radiograms to ascertain turcican 
deformity negative. Urine negative. Wassermann and spinal fluid 
negative and antispecific treatment ineffective. Patient was observed 
steadily for two months, and at frequent intervals thereafter, without 
noting any change in these findings. The visual fields, charted by Dr. 
Mortimer Frank, showed narrowing and some interlacing. In the pres- 

‘ence of so many inconclusive signs and symptoms, the neuritis and 
dyschromotopsic fields add weight to the conviction of a slow-growing 
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but non-localizable tumor, and surely removes the suspicion of its being 
a functional disorder. 

In this case, as in all others where the fields are taken and show 
no marked change, one should make due allowance for difference in light, 
difference in the degrees of concentration various patients show, their 
accuracy in answer and the intellect on the whole. 

If I have dwelt unduly on all these points and entered somewhat on 
their controversial aspect, it is, after all, because of the practical bearing 
they have on vision, the preservation of which is of incalculable impor- 
tance in every case when the well-nigh inevitable procedure of decom- 
pressive or radical surgery arises. 


LOCALIZING SIGNS AND SYMPTOMS 


It should not be difficult to realize that in brain tumor diagnosis the 
faculty of analysis finds its best exercise in the direction of the localizing 
or focal signs. To give an adequate account of all such far transcends 
my present purpose, but to note a few with particularity and generalize 
as to others is, I believe, indicated. There can be no-doubt but that our 
increasing knowledge of the higher specialized cerebral functions in well- 
delimited areas or centers, a knowledge derived from both laboratory 
experiment and clinical study, has led to correspondingly. more exact 
and accurate diagnoses of intracranial lesions. Since epoch-making 
investigations are in a modern sense not more than forty years old and 
the greater part of our exact information has come to us only in the past 
decade or two, physiologists may point with pride to their activities and 
advances in this field. Of course, many of the essential facts concerning 
brain function (exclusive of the higher psychic processes and speech) 
have been established through animal experiment and if we bear witness 
to the excellence, the thoroughness and reliability of the investigations 
carried on by Horsley, Sherrington and Griinbaum, Cushing and others 
in. the matter of brain localization in animals, we cannot help but concede 
their importance and value in correlated work on the human brain. 

If we accept the statement made by Collier, in Brain, not so many 
years ago, that all the cerebellar tumors observed during a period of five 
years at the National Hospital, Queen’s Square, London, were properly 
localized intra vitam, as shown both at the time of operation and 
necropsy, and add to that testimony some of the brilliant surgical suc- 
cesses recorded only within the past year or two in an intracranial field 
formerly regarded as wholly inoperable (I refer to the hypophyseal 
region), we have increasing good cause to be optimistic. And yet brain 
tumor signs not infrequently cause the diagnostic problem to fairly 
bristle with uncertainties and contradictions. Bruns’ experience should 
be of great interest to all. In a total of 210 cases he made either an 
incorrect diagnosis or no diagnosis at all in fifty-three cases. That would 
mean error and failure in about 25 per cent. Such a margin of error, 
which, all things considered, is not wide, will hardly be overcome so long 
as we recall that large areas of the brain remain silent, and that intra- 
cranial growths may by indirect pressure through vascular, ventricular 
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and foraminal mechanisms cause remote secondary symptoms, by the 
Germans called Fernsymtome, in addition to those considered proximate 
and primary in character. Especially confusing are these focal or local 
signs when they appear late in the course of the disease, and the patient 
in turn comes late for the neurologic opinion. Right here I would call 
the attention of the surgeon, who very likely sees the patient at a still 
later period, to the fact that the neurologist is seldom the first person 
to be consulted in these cases. It is deserving of emphasis that the 
general practitioner sees these patients first and is likely to be dilatory 
in taking counsel. In the period of onset and during the early stage, 
localization of great exactitude is made possible by reason of primary 
pressure effects; embarrassment in making a diagnosis may thus be 
avoided, and perhaps a better prognosis held out to the patient. The fact 
is that the invasion symptoms are insufficiently valued, and the march 
of the tumor signs too little observed. When secondary pressure effects 
cloud the clinical picture, the localizing signs that earlier in their appear- 
ance were trustworthy, become false; they lead to erroneous conclusions, 
and too often to unfortunate therapeutic advice. Just what constitutes 
an early or late pressure effect will depend on the character of the tumor, 
whether rapid or slow-growing. As Collier correctly states, “a local sign 
appearing three months after the onset of symptoms would be a late sign 
in a case where the general symptoms were of great and persistently 
increasing severity, and, on the other hand, it would be an early sign in 
a case where the general signs were not obtrusive and increased slowly.” 


SPASM 


The occurrence of spasm so often raises a query in the mind of the 
practitioner as to the existence of a gross lesion of the cortex that one’s 
critical attention directed at this symptom seems justified. I believe 
that the distinction, so far as we recognize it, between genuine idiopathic 
epilepsy and the Jacksonian or symptomatic type can never be too 
emphatically stated. Likewise is reiteration as to the importance of 
Jacksonian spasm in determining operative interference desirable. I 
think it always well to remember that consciousness lost early, before the 
convulsive twitchings are under way, speaks for the genuine form, while 
if manifesting itself late, that is, when the seizure has almost spent its 
force and is quite at an end, points to the symptomatic type. The 
moment at which unconsciousness sets in is, therefore, of the utmost 
importance. Even though a seizure be made up of merely a few twitch- 
ings confined to a small muscle group, if unconsciousness occurs early 
the evidence weighs in favor of its being a case of genuine epilepsy and 
not Jacksonian. The fact of seizures beginning in a single part, appar- 
ently as a monospasm, and rapidly extending so as soon to include either 
one-half of or the entire body, is far too often incorrectly interpreted as 
Jacksonian. If adequately observed, they will prove to be genuine epi- 
lepsies initiated with Jacksonian spasms. The true Jacksonian fit is 
further to be differentiated by the local weakness, even paralysis, that 
supervenes after the seizure. Paresis in the part convulsed should there- 
fore always be looked for. 
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There are plenty of cases which call for repeated examination and 
careful study before one can decide whether a local spasm is the expres- 
sion of an organic lesion (let us say tumor) or to be classed as the signal 
symptom of a genuine epilepsy. Especially difficult is the solution of the 
problem if dependable on a single examination. 

The presence of monoplegia or a monoplegic progression toward 
hemiplegia should, if associated with the history of local spasm, excite 
suspicion of a tumor in the cortical motor area, but the possibility 
of circumscribed meningitis, meningeal hemorrhage, polioencephalitis, 
depressed fractures, the late focal necrosis following vascular occlusions 
and cerebral arteriosclerosis, must always be borne in mind. Be it under- 
stood that the cerebral arteries may undergo marked sclerotic change 
without there being any evidence of such a process in the peripheral 
vessels. In such instances to recognize the concomitants of arterial 
change, as found in the heart, kidneys and mental state, may minimize 
diagnostic error. 

In support of the statement that Jacksonian seizures arise not solely 
from the motor cortical zone, we note the trustworthy observations of 
Weisenburg, Collier and Holmes and Stewart, which go to show that they 
were exhibited in some of their cases of cerebellar and cerebello-pontile 
tumors. 

Just a word concerning cranial nerve symptoms in the tumor syn- 
drome, since their proper valuation would sequin that they be dealt with 
in a separate paper. 

In suspected or known tumor the involvement of the cranial nerves 
affords a prolific source of error in focal diagnosis. Of the cranial nerves 
the sixth, I believe, by reason of its frequent involvement, has had its 
localizing importance in the tumor syndrome over-emphasized. 

Ever since Collier, in his splendid paper on “False Localizing Signs 
of Brain Tumor,” pointed out, among other things, the error of placing 
too much stress on abducens paralysis as a true focal sign, there has been 
a more or less active inquiry as to the reliability of other cranial nerves 
in this regard. 

As concerns the abducens, which has a longer and more exposed intra- 
cranial course at the base than any other cranial nerve, if isolated sixth 
paralysis develops early it may then be a direct tumor sign. If, however, 
in accordance with Collier’s explanation, the cerebellum and medulla are 
displaced into the foramen magnum by a tilting of the entire brain, due 
to the constantly increasing size of a tumor in any region, then its action 
on so long a nerve will occur, with the inevitable result of paralysis. An 
associated paralysis of the seventh and eighth gives it increasing diag- 
nostic value. The auditory nerve, by reason of nerve deafness, enjoys the 
distinction of having localizing importance in tumors, more especially 
of the cerebello-pontile angle, that quadrilateral space between cere- 
bellum, pons and medulla, in which the fifth, sixth, seventh and eighth 
cranial nerves are located. As a matter of fact, not a few of the tumors 
arising in this area spring from the auditory nerve as fibromata, and are, 
together with the cysts developing in this extracerebellar location, par- 
ticularly accessible and amenable to operative interference and recovery. 
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SUBCUTANEOUS EXTIRPATION OF CERVICAL GLANDS * 
JacoB Frank, M.D. 


Surgeon to the German and Columbus Hospitals; Consulting Surgeon to the Michael 
Reese and Cook County Hospitals. 


CHICAGO 


Professor Dollinger of Buda-Pest conceived and perfected this oper- 
ation. He gave it the name of “subcutaneous removal of glands of the 
neck.” I am inclined to believe this term rather vague and leaves one 
in a quandary unless some sort of an explanation of how the operation 
is done accompanies it. I believe a better term for this particular oper- 
ation would be “The Removal of Cervical Glands or Tumors from the 
Neck without a Visible Scar.” There are a great many cases of enlarged 
glands of tubercular origin which do not respond to any form of medical 
treatment. But many glands are erroneously diagnosed as tubercular 
when they are not. Surgery brings the only relief to these cases, as they 
will not respond to any other form of treatment. 

My experience is, that it is exceedingly difficult to determine micro- 
scopically which enlarged glands are of tubercular origin and which are 
caused by some other remote infection. Our only aid to determine this 
is the microscope. 

I do not wish to be misunderstood regarding this operation as I posi- 
tively do not recommend it for all cases of enlarged glands of the neck. 
For instance, suppurating glands with fistule or those that are under- 
going an acute inflammation are not suitable cases for this sort of an 
operation. I do not advocate this method in preference to the open 
method for all cases. But I do recommend Dollinger’s method of operat- 
ing so as not to leave a visible scar in such cases as I shall be pleased to 
demonstrate at the conclusion of my remarks. 

There are any number of these cases, especially among the fair sex, 
who carry around with them unsightly tumors of the neck rather than 
be disfigured by an operation. They would gladly seek relief in surgery 
if some assurance were given them that a visible scar would not remain. 

With this method glands can be removed from any angle of the neck. 
I know whereof I speak, because this operation has been performed 
successfully many times by Professor Dollinger and myself. I have 
tried to drain an abscess in a few of these cases without the desired 
results; therefore I cannot recommend the invisible incision for glands 
that have formed into a pus cavity. The removal of glands which have 
already broken down and have become caseous in their center is not a 
contra-indication for their removal by this method. 

It was my pleasure a few years ago to exhibit some cases that I had 
operated on at a clinical meeting held by the Chicago Surgical Society 
at the Cook County Hospital. I regret to say our surgeons have not 
received my communication and exhibition of cases enthusiastically ; 
otherwise, I believe, there would have been many more successful cases 


reported by our colleagues in surgery. 


* Read before the joint meeting of the Chicago Medical Society and the North Side 
Branch, Oct. 18, 1911. 
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I have spoken to quite a few operators in regard to this method and 
the great fault they find with this operation is the fear of hemorrhage 
in a wound that cannot readily be reached. This fear would soon be 
allayed if they would give this method a fair trial. It certainly is not 
as easy as the open method, as it requires an abundance of patience, 
dexterity and a cool head. 

This operation is certainly not one for theatrical demonstration, as 
it must be performed slowly with the operator as the only spectator. Time 
should be no object and haste is dangerous, but when the operation is 
finished, and one can see the postoperative result, it will be seen that an 
operation has been performed without a visible scar remaining, and the 
operator will have merited the everlasting gratitude and blessings of the 
patient. 

There are thousands of these cases which are neglected by the patients 
because they shun the scar they feel sure will remain, not the operation 
itself. 

The day before the operation, the patient’s head, face, ears, nose, 
mouth and neck extending down below the mammary line, should undergo 
a thorough preparation. The hair should be shaved where the incision 
is to be made. 

Before commencing the operation, the location of incision should 
be marked with tincture of iodin. The anesthetic should be aseptic. The 
position of patient’s body on the operating table should be on the back 
and the head extended over the end of the table, as this position of the 
head will allow the blood to flow downwards, thus not interfering with 
the operator’s view. An assistant should hold the head and be ready 
to turn it in any direction necessary. The operator’s position should be 
on the side of the operative field. A headlight should be worn if neces- 
sary but this can be dispensed with if there is sufficient natural light. 

The incision is commenced behind the ear on a level with the external 
auditory meatus, following the hair line and varying in length from 
2 to 21% inches extending through the skin and superficial fascia. 
Through this opening the skin is now dissected away either bluntly or 
aided by some sharp instrument until the glandular enlargement is 
reached. The extirpation is now commenced. If there are any vessels, 
nerves or muscles in the way, they can be pushed aside with the fingers 
or some dull instrument. This is at times easy of accomplishment and 
again very difficult, requiring a great deal of patience. In case the dis- 
eased glands are adherent, it is often necessary to draw the mass nearer 
to the opening of the wound in order to facilitate safe and easy enuclea- 
tion. In such cases, the assistant holding the head should turn same 
toward the wound while another assistant retracts. Sometimes in draw- 
ing the mass- toward the surface, glands that have undergone caseous 
degeneration will break and the cheesy material contaminate the wound ; 
this will also happen when the open method is used and will not interfere 
with primary union, as was observed by Professor Dollinger and myself. 
When the operation is finished, a small rubber tube, gutta-percha tissue 
twist, or cigarette drain is carried to the bottom of the cavity for drain- 
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age. The remainder of incision is closed. The drain should be left in 
about six or eight days. There may be some serous fluid discharging 
after the drain is taken out which will disappear in several days. In 
some of the cases, I closed the wound without drainage. It may sound 
strange but it is a fact, nevertheless, that hemorrhage with this method 
is reduced to a minimum. Most of the operation is done by blunt dissec- 
tion and artery forceps are seldom required. The time required for 
such an operation depends on the location and number of diseased glands 
to be removed, complications, and the dexterity of the operator. 

Professor Dollinger claims to complete the operation in one hour and 
five minutes. In case the wound should suppurate, after the drainage 
is removed, it can be reopened through the original incision with a 
slender forceps. The bottom of the cavity is reached and a small counter 
puncture made. The counter drainage is also often advisable in cases 
where the involvement is extensive and reaches down to the lowest part 
of the neck. The scar of such small puncture is scarcely visible. 

The following cases were operated on by the Dollinger method: 


Case 1.—Mrs. G. F.; aged 26 years; married. Operated on five years ago. 
She was single at the time of operation. Her glands were markedly involved on 
the right side extending down to the clavicle. The glands at the angle of the 
jaw were as large as a small egg. She left the hospital in two weeks after the 
operation. 

Case 2.—Mrs. A. 8.; aged 33 years. Operated on Sept. 10, 1907. The glands 
of the right side of the neck were enlarged in both anterior and posterior tri- 
angles. She was subject to “sore throat” during the fall weather. No other 
sickness before. She left the hospital in two weeks. 

Case 3.—Miss K. K.; aged 27 years. Operated on about four years ago. 
She had marked enlargement of the glands in the anterior triangle on the right 
side of the neck along the lower jaw. She had the enlargement for about two and 
a half years. Had measles and jaundice when a child. No cough. Micro- 
scopical examination of glands, tubercular. 

Case 4.—Miss I. 8.; aged 20 years at present. Her first operation was per- 
formed by another surgeon on both sides of her neck when she was three or four 
years old. Four years ago I was consulted for extensive involvement of both sides 
of the neck. Her glands were very large; situated in front and back of sterno- 
cleido-mastoid muscles on both sides. Operation consisted of enucleation of all 
palpable glands from both sides through an incision extending from ear to ear 
along the hair line. This is the only time this form of incision was used. About 
a year ago, a small broken-down gland under her left ear was lanced and about 
four weeks ago another gland under the right ear was opened. She has now a 
swelling of one small gland under her right ear. Her tonsils are enlarged. She 
never had sore throat. Aside from her adenitis she was always well. Micro- 
scopic examination of removed glands demonstrated a tubercular process. 

Case 5.—Miss E. P.; aged 15 years; school-girl, Operated on two and a half 
years ago. Swelling was first noticed on right side of the neck two years before 
the operation. She had no pain. Had sore throat which necessitated her remain- 
ing in bed for two weeks. Following this, the growth appeared. Tonsils were 
removed three to four months after illness. Microscopic examination showed the 
growth to be non-tubercular. 

CasE 6.—Miss M. L.; aged 20 years. Family history negative. Personal his- 
tory: had most of the diseases of childhood; “sore throat seven times.” Enlarged 
glands were situated on the right side of neck extending down to the clavicle. 
Ten months of medical treatment was of no avail. Was operated on in December, 
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1910. As you will see from specimen glands were removed in one chain. Micro- 
scopic examination—not tubercular. 

Case 7.—S. C.; aged 14 years; school-girl. Family history negative. Large 
thyroid. Glands involved occupied all angles of the left side of neck. They were 
apparently mobile but very difficult of removal during the operation. This patient 
was treated medically for about six months without any results. She was operated 
on May 26, 1911; well June 19, 1911. This was a very trying and tedious opera- 
tion. No examination made of glands. 

CasEe 8.—Miss R. F.; aged 12 years. Family history negative. Grandfather 
on mother’s side had asthma; died at the age of 65. Operated on in March, 1911. 
Enlarged glands on the right side of neck at angle of jaw. Growth very promi- 
nent, size of large egg; four months’ standing. Resisted medical treatment. She 
is subject to sore-throat. Microscopic examination, tubercular. 


DISCUSSION 


Dr. A. J. Ochsner: These very brilliant results speak for themselves. If you 
or I had this condition of the neck, or if some members of our family had it, 
and we could have a choice between this result and the scars which frequently 
ensue, there is no doubt which one we would choose. When Prof. Dollinger’s 
paper was reviewed in the Centralblatt fiir Chirurgie, I attempted the operation 
a few times and I think that for lack of patience I abandoned it before I had 
thoroughly tried it. That was one reason. Another was that many years ago I 
found that the scars in these cases are due to the fact that there is more or less 
tension upon the skin sutures themselves, and that by making a subcutaneous 
catgut suture, not the subcuticular suture that Prof. Mall introduced some fifteen 
years ago, but simply by applying a few sutures subcutaneously, so that ‘the 
superficial sutures have no tension whatever, and then by using the superficial 
sutures very loosely, I could succeed in having scars which would not show after 
a year, so that in several hundred of these cases I have made use of this form of 
treatment. By applying this subcutaneous catgut suture to take off the tension 
and then using horsehair for the skin sutures without tension the amount of 
scarring is so slight that you cannot see it in a year, even in a low dress, but 
it is nothing like the beautiful result Dr. Frank has shown us, and I shall now 
follow his method to see whether I have the necessary patience and skill to carry 
it out. In connection with the treatment of these glands, I would say that the 
most important point consists in the removal of the primary infection. Early in 
my career in the surgical field, while acting as assistant, I constantly came in 
contact with cases which had been operated on for tuberculous glands and in 
which the patients later developed pulmonary tuberculosis, Then came the work 
of Fenger, in which he advocated the absolute clearing of the neck, beginning at 
the clavicle and ending at the mastoid process, and having no regard for any 
structure except the pneumogastric and spinal accessory nerves, and still we 
saw these cases of pulmonary tuberculosis develop. I believe that this occurred 
because the infected tonsils and adenoids had not been removed at the time of 
operation, and the patients had not received proper dietetic and hygienic after- 
treatment. By adding these features to the treatment Dr. Frank has advocated 
we will have ideal results. 

Dr. Feingold: The enormous benefit this class of patients derive from this 
unique operation you can readily see for yourselves by examining the cases pre- 
sented here to-night and also the specimens that were removed. There are a 
large number of cases in need of this operation that do not readily consent to 
one on account of the scar, which is in the eyes of the public an indelible mark of 
serofula. In young women it is sometimes a bar to marriage, and for some it is 
hard to get employment, especially as servants. I do not see why an operation 
of this kind cannot be carried out. It has all the advantages of the open method, 
you can remove all the pathologic conditions, and at the same time it leaves the 
patients without any scar, which is one of the most important factors in the 
operation. If one of these patients would escape a very serious injury and only 
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receive a lacerated wound of the neck resulting in a scar, that patient would be 
entitled to big damages from the liable party. Why should not patients who need 
an operation of this kind have redress for an inflicted sear that could be avoided? 

Dr. Dollinger has reported 128 operations up to date, and in only about 10 
per cent. of the cases did he resort to counter-puncture, The point Dr. Ochsner 
brought out is a fact amply demonstrated by one of Dr. Frank’s cases. I saw 
her a few weeks ago and found that she had very large tonsils. She was operated 
upon twice before by a surgeon by the open method. About three or four years 
after Dr. Frank did the Dollinger operation there was a little suppuration behind 
one of the ears which was lanced. A few months ago another suppurating gland 
appeared under the other ear, and I would not be surprised if this young lady 
would have recurrence oftener because the original source of infection is still 
there, and after that is removed I think she will probably be free from further 
trouble. 

Dr. Wheaton: I have listened with a great deal of pleasure to this paper, and 
I think this excellent operative technic should be followed. I think most sur- 
geons here present will agree with me that surgery does not offer a great deal in 
the treatment of true tuberculous cervical adenitis. It is a mutilating operation 
and no surgeon can guarantee immunity from return. In connection with the 
discussion I wish to say that the inoculations with tuberculin which 
I have carried on at Rush Medical College and also at the Iroquois Memo- 
rial Hospital in the treatment of these cases has led me to believe that it is 
almost specific. We have not reported a series of cases as yet, but tuberculin as 
a therapeutic agent is worthy of trial by all physicians. I think these patients 
should be placed on tuberculin before being sent to the surgeon, beginning with 
.0001 mg. of old tuberculin and gradually increasing until the patient is taking 
1 cc. or % c.c. of the 1 per cent. solution without reaction, showing that they 
have developed a marked immunity. I think in connection with this operation 
or rather after-treatment the dietetic and hygienic measures mentioned by Dr. 
Ochsner should be employed, and in addition thereto every case should be treated 
by the method I have mentioned following operation. 

Dr. Tydings: Any one who has been in the practice of medicine for a number 
of years and followed a series of cases where the removal of enlarged lymphatic 
glands had been done by surgical intervention must have noted their frequent 
recurrence. 

For some years I have used tuberculin in these cases and had I known the 
discussion upon the use of it would come up to-night I should have had some 
eases here to exhibit. Patients who have come to me, some of whom had been 
operated upon, others not, but all with enlarged lymphatics seeking relief for 
other throat manifestations of tuberculosis, were cured alike of their throat 
troubles and enlarged lymphatics by the use of tuberculin. 

It is well to remove tonsils and adenoids where you have enlarged lymphatics, 
but in adults this is not enough. That work must be supplemented by the use 
of tuberculin. Something which will eradicate the disease from the system. I 
have used more of and prefer to use the preparation known as tuberculin “R” 
residue, the so-called new tuberculin, though I must have used it for almost 
fifteen years, perhaps longer. 

By its use I have been able to get results which I never was able to obtain 
by surgical procedures. 

Dr. Buford: I have had a rather large experience in connection with neck 
work, especially that which concerns tubercular adenitis. It seems to me that 
we should understand the facts concerning glandular enlargements in the neck 
and something of their anatomy in each instance; and that we should not gen- 
eralize, as has also been suggested by Dr. Frank. The facts are that infections 
of the glands of the neck are, broadly speaking, pyogenic or tuberculous. The 
pyogenic infections usually develop more rapidly and suppuration is likely to 
occur in a relatively short time, if it occurs at all. The infection is usually 
limited to a comparatively small group of glands which become confluent and 
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suppuration is confined to this group. When these are located in the posterior 
triangle of the neck sub-cutaneous enucleation ought to be quite safe and I cer- 
tainly advocate the treatment suggested to-night, but unfortunately, in my 
experience, these infections usually occur in the anterior triangle of the neck, 
especially in the sub-parotid, where because of their vascular relationship I do 
not think sub-cutaneous enucleation is safe. The more virulent the infection the 
more likely we are to find enlargement of the lymph glands of that chain; but 
this enlargement quickly subsides upon removal or drainage of the infected focus 
and it must be a very rare occurrence for radical adenectomy to be indicated in 
cases of this kind. 

We have an entirely different picture when we deal with tubercular adenitis. 
When one sits by and sees the triangles of the neck exposed again and again 
for this affection, he will soon learn the rarity of limited glandular involvement, 
for so often entire chains are involved. One will usually find the whole chain in 
the jugular sheath showing distinct tubercular changes, perhaps less often the 
chain lying anterior to the trapezius in the posterior triangle; sometimes both 
chains are simultaneously involved and not uncommonly in addition to this 
infected glands are scattered irregularly throughout both triangles of the neck, 
lying just beneath the fascia. Now then, suppose we have an involvement alone 
of the chain lying along the trapezius, I feel that this operation would be safe. 
I do not feel that it would be safe to subcutaneously enucleate those glands which 
lie in the jugular sheath, because of the important structures in immediate prox- 
imity. In open operations, I have again and again seen the jugular vein torn 
open while trying to remove adherent glands and have myself unavoidably opened 
the subclavian vein in the same effort. This accident again occurred in my 
presence when an operation was being performed by the best neck-worker it has 
been my privilege to see. We cannot tell whether these glands are adherent or 
not, or how adherent they are until the field is exposed. While performing simple 
enucleation of these glands, we often find to our surprise, more or less involve- 
ment of the entire chain in the jugular sheath. This finding is so common that 
it has encouraged some good neck workers to almost completely abandon simple 
enucleation in cases of known tubercular adenitis and to adopt radical adenectomy 
instead. 

In making a preliminary examination of these patients when the larger glands 
only are palpable, if the patient’s face is turned to the opposite side and the 
bulbs of the fingers are placed along the posterior border of the sterno-mastoid 
and pushed beneath it, it is surprising how frequently and easily one will detect 
enlarged glands in the jugular sheath which are otherwise overlooked. 

I think the cases here shown are splendid examples of results obtained from 
this operation. I do not know that any of them are examples of subcutaneous 
enucleation of a chain of tubercular glands along the jugular sheath. I shall try 
to perform the operation in cases in which I think the glands are favorably 
located for its performance and I am sure that I shall find an opportunity to see 
Dr. Frank perform this operation. 

Dr. Carl Wagner: It is not more than about ten years ago that one of the 
greatest operators in this line of surgery insisted that in every operation for the 
removal of the glands of the neck the sterno-cleido-mastoid muscle should be 
severed in order to expose the field of the operation well enough to enable the 
operator to find and remove all glands, as some of them are often flat and hidden 
under and between the great blood-vessels of the neck; in some of them even the 
scaleni muscles were one or all divided, in order to accomplish a complete 
resection of the glands. When about eight years ago Dr. Ferguson not only pro- 
posed but also removed the entire chain of the cervical glands without division 
of the muscles the attempt was somewhat objected to as not being feasible for 
a thorough job. The demonstrations of the cases of Dr. Frank’s have shown to 
satisfaction that this not only can be done with the ordinary incisions but even 
with one which will be afterwards invisible. In regard to the almost invisible 
scars which we obtained in some cases with subcutaneous suture with catgut we 
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must after all confess that they are only almost invisible and not entirely 
invisible as in the beautiful cases presented to-night, for which we must give the 
doctor every credit as the most competent exponent of the Dollinger operation 
in this country. . 

Dr. Frank (closing discussion): I have not very much to say. You have all 
seen the cases and you can judge for yourselves. As I said in the paper you must 
select cases for this operation. It is not an operation for all tumors and glands 
of the neck. In answer to Dr. Buford about going along the sheath, I will say 
that in this case I showed the glands were right along the sheath; I could see 
the bifurcation of the carotid artery and vein, and this is the young lady, and 
you can see the result. This case was non-tubercular. The little girl had a large 
mass occupying the anterior angle reaching back partly into the posterior. 
That was of a tubercular character, and there has been no return. Now this case 
Dr. Feingold spoke about was a return of the small glands after she was operated 
on by the open method, incision not made in one continuous line, but here and 
there the glands Dr. Feingold spoke about were not in any area where I had 
operated. It recurred in the line of the old incision, made probably eight or nine 
years before I operated. In the area I operated on none have returned. Now 
about tuberculin? I would be the first one to accept the tuberculin treatment if 
they could show me results. I have seen tuberculin used in tubercular disease of 
different parts of the body, but I have yet to see the first case that has improved 
or gotten well, and the treatment was not carried out in my own hands, but I 
have referred them to others, without any result. It would be a happy thing 
for the thousands of people who have these enlarged glands if they could be cured 
without any operation, and I am sure I would be the first one to accept it, and 
I hope some day we will have a treatment for tuberculous glands without opera- 
tion, for I believe in cosmetic effects, whether in women or men. I do despise 
to see a scar made unnecessarily. Tuberculin treatment will not help these 
pyogenic tumors. These will have to be operated on, and these are cases where 
we can expect there will not be any return of the enlargement after we once 
remove them. 





SUPRAVAGINAL HYSTERECTOMY WITH THE PRESERVA- 
TION OF THE FUNCTION OF MENSTRUATION * 
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The fact that menstruation has been preserved in many cases where 
supravaginal hysterectomy has been performed has been evident in all 
operating rooms. This result, however, has been the exception, and in 
most cases where it has occurred the surgeon has been quite surprised that 
his patient has continued to menstruate. 

The reason, no doubt, for this continuation of the menstruation is 
that the operator, unintentionally or unknowingly, perhaps, followed some 
such plan as here detailed by which the preservation of menstruation 
following supravaginal hysterectomy is quite certain. 

The factors which enter into the function of menstruation are endo- 
metrium of the body of the uterus, ovarian tissue, blood-supply and prob- 
ably nerve (sympathetic) supply. Thus, in planning to preserve this 
physiologic function, it is necessary to preserve these tissues. 


* Read before the Chicago Medical Society, Oct. 18, 1911. 
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In the cases which are here reported it is shown that the evidences of 
menstruation are present after a supravaginal hysterectomy where: 

(a) The uterus has been amputated distal to the internal os. 

(6) Where ovarian tissue is left. 

(c) Where the uterine artery is ligated distal to the level of the inter- 
nal os of the uterus, leaving blood-supply for the stump. : 

(d) Where the sympathetic nerve supply of the broad ligament has 
not been greatly disturbed. 

It is not claimed that the menses will continue in the amount nor in 
the physiologic value that existed prior to operation, but it is claimed that 
there will be menstruation sufficient to produce the psychical effect on the 
patient necessary to greatly diminish the possibility of many cases of 
hysteria, and this added to the value of the internal secretion from the pre- 
served ovarian tissue will prevent the untoward after-results so greatly 
to be feared which often follow the ordinary hysterectomy. 

To secure these expected results the following facts are of the greatest 
importance : 

. Selection of cases. 
. Preservation of sufficient endometrium of the body of the uterus. 

3. Preservation of ovarian. tissue. 

. Preservation of blood-supply for the uterine stump. 

. Sparing of the sympathetic nerve supply in the broad ligament. 

. This technic is not applicable in cases where good judgment selects 
a total hysterectomy as the proper treatment, e. g., malignancy, extensive 
wounds which extend into the cervix, etc. It is indicated for fibromata 
of the body only, but more especially in the cases of infected uterine tracts 
and those of subinvolution of the uterus, with the lacerated perineums and 
cervices which produce the fagged-out, broken-down women familiar in 
every practice. Also for exceptional conditions, as some forms of rupture 
of the uterus, gunshot and stab wounds of the uterus and pelvic adhesions. 

To summarize, it might be claimed that this should be the technic 
of choice for all cases where the uterus is not to be totally removed. 

2. The endometrium is necessary for menstruation. Whether it be that 
the activity of the endometrium is the primary cause of the phenomenon 
due to its stimulating ovarian activity, or whether the endometrium func- 
tionates on account of reflex action from the ovarian secretion transferred 
through the sympathetic nerves located in the broad ligament, is imma- 
terial. To preserve menstruation some of the endometrium of the uterine 
body must remain, as from this tissue the menstrual blood develops. 

It is here that the question of performing a total hysterectomy for 
cases of old gonorrheal infections of the uterus may be argued. 

In favor of high amputation there are the following facts: 

(a) A limited accessible amount of endometrium remains which it is 
possible to treat locally with success. 

(b) The influence of a greatly increased blood-supply to a limited 
amount of infected endometrium and the resulting hyperemia, due to the 
ligation of the uterine artery distal to the level of the internal os, which is 
clearly proven by the hemorrhages during the menstrual periods in sev- 
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eral of my cases; as against the sudden menopause, with its very 
evident and sometimes disastrous results on the nervous system of a total 
hysterectomy. 

3. Ovarian tissue it is conclusively proven, must remain to preserve 
the influence of the harmony of the ovarian secretion with the internal 
secretion of the several ductless glands and to stimulate the reflex nerve 
activity in the cells of the endometrium of the uterine stump. In con- 
sidering the necessity of saving ovarian tissue where the pathologic condi- 
tion of the broad ligaments is such that it seems impossible to leave 
ovarian tissue, the idea suggested by Dr. Franklin Martin, to implant 
ovarian tissue, might be employed. In such instances autotransplantation 
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Figure 1. 


of ovarian tissue into the stump of the uterus should be attempted, as the 
reports of Dr. Martin show that the success of his technic, when carefully 
followed, is quite certain to produce nourishment of the grafts. 

4. To properly supply the preserved endometrium, the blood-vessels 
entering the uterus are necessary, and in consequence the plan to ligate 
the uterine artery on the body distal to the level of the internal os is 
included in the technic to be described. 

In two of my cases, and in several in the literature, where menstrua- 
tion is reported following hysterectomy, quite a severe hemorrhage has 
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occurred during the first few postoperative months, but in each case this 
gradually subsided with the subsequent periods. 

5. The sympathetic nerve supply is of importance. This nerve supply 
is located in the broad ligament and sends only minute filaments into the 
tubes, uterus and ovaries, in a somewhat similar manner to the blood- 
vessels described by Byron Robinson, and thus, by following a plan which 














Figure 2. 


does not disturb al! of the plexuses and trunks of the ovarian and uterine 
sympathetics, the nerve action remains. 

In separating the tube from its broad ligament attachment, if the 
ligating is done close to the tube, between it and the ovarian artery, none 
of the sympathetic nervous system located in the broad ligament is dis- 
turbed, except the filaments extending directly into the tube, and by con- 
tinuing the ligating of the broad ligament in a like manner close to the 
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uterus, to the point selected for uterine amputation, the broad ligament 
sympathetics are granted continued immunity from destruction. 

It is found that repairing the cervical and perineal tears will greatly 
aid the complete recovery, and this should be done before opening the 
abdomen in all cases where the condition of the patient will permit. 

Operation.—The various steps of the operation will easily be under- 
stood by following the illustrations. 

The fundus of the uterus is controlled by taking two good bites with a 
non-cutting needle armed with No. 3 catgut, leaving the thread long and 
snapped with forceps. 
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Figure 3. 











On account of the location of the sigmoid, if the pathologic condition 
of the right ovary warrants, it is better to remove the ovary on the sigmoid 
side, especially if any extensive resection for cysts is thought necessary, 
because of the possible resulting pains due to adhesions between the raw 
surfaces of the resected ovary and a sigmoid whose endothelial cells may 
have been disturbed during operation. A safe rule to follow is to save the 
best ovary, but to favor that located on the right side. 

Select the side where the ovary is to be preserved for beginning the 
broad ligament work, ligating or clamping this peritoneal tissue along and 
close to the tube, between it and the ovary, as far as the uterus. Swing 





JAN., 1912 CHARLES H. PARKES 59 


down along the uterus with this ligation, avoiding the utero-ovarian artery 
of Robinson, if possible, and ligating the branches by taking half-inch 
bites. Ligate the round ligament separately and then continue the ligat- 
ing to the point for amputation, which is distal to the level of the internal 
os, on the body of the uterus. (The level of the internal os is marked (x) 
on the plates.) 

The uterine artery at the amputation level is ligated independently by 
passing a round needle threaded with catgut (No. 2) from below upward 
around the uterine artery and fixing by including a bite in the muscular 
wall of the uterus to the approximal side of the level for amputation. 

The opposite broad ligament is now controlled in a slightly different 
manner if the ovary on this side is to be removed. The ovarian artery 
is grasped in forceps at the fibrinated extremity of the tube. The broad 
ligament is clamped on the approximal side close to the ovary, directing 
the forceps to the amputation level. The round ligament is ligated sepa- 
rately as on the opposite side, and the uterus with its appendages is left 
attached only at the cervix. Amputate straight across the uterus, leaving 
peritoneum enough to cover the stump. 

Several deep catgut (No. 2) sutures coapt the muscular wall of the 
uterus, that one at the cervical canal lembertizing the muscle and closing 
the canal. 

Beginning on either side, the layers of the broad ligament are stitched 
with a continuous (No. 1) catgut suture. 

In this suturing the round ligaments are secured and fastened into the 
stump on their respective sides. 

This continuous suture is carried across the stump of the uterus out 
on the opposite broad ligament to the point where the peritoneum is 
undisturbed. 

Resulting we have ovarian tissues remaining: 

Uterizte stump left large enough by amputation 114 cm. distal to the 
internal os, to leave functionating uterine endometrium. 

Cut surfaces of the broad ligament peritoneum approximated. 

Stump of the uterus swung up by.amputated round ligament. 


CASES WHERE THIS TECHNIC WAS EMPLOYED WITH THE EXPECTATION 
AND RESULT OF PRESERVING MENSTRUATION 


Case 1.—1909: Mrs. B., aged 39 years; one child. Had a perineal laceration 
of the second degree; cervix large, eroded; some leukorrhea; uterus large and 
soft. Supravaginal hysterectomy; perineal and cervical laceration not repaired. 

Result: menstruated six weeks after operation, and has continued to men- 
struate regularly ever since. Patient still complains of much backache and has 
consented to have perineum and cervix repaired. The menses are beginning to 
become less in amount, but this causes the patient no concern. She has not had 
any of the evidences of menopause until quite recently, when she has begun to 
notice “hot flashes;” however, since she is now 41 years old, her present age 
may be the cause. 

Case 2.—1909: Miss D., aged 25 years. Had profuse hemorrhages for two 
years. During last year these have occurred about every three weeks, lasting six 
or seven days. Abdominal examination revealed several sub-peritoneal fibroids. 
Supravaginal hysterectomy performed. Subsequent menstrual history was 
uneventful, as she has menstruated regularly since operation, in fact, she men- 
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struated immediately thereafter and has never missed since. At present there 
is nothing to indicate that the menopause is approaching. 

Case 3.—1910: Mrs. H., aged 32 years; two children. Has subinvoluted 
uterus, cervix and perineum lacerated, endometritis with much discharge; usual 
symptoms following weight in the pelvis. Tears of cervix and perineum repaired 
before abdomen was opened. Supravaginal hysterectomy. Menstrual history sub- 
sequent to operation quite satisfactory, as menses began during the second month 
and have continued to appear regularly. The menstrual] flow is not so profuse and 
its duration is shorter than before. 

Case 4.—1910: Mrs. R., aged 30 years; three children. Has an infected 
right tube, uterine discharge and enlarged subinvoluted uterus. Supravaginal 
hysterectomy. Subsequent menstrual history began first month. It failed to 
appear every other month for four months but has been regular though not as 
profuse ever since. Leukorrhea in this case ceased until third month but later 
reappeared and lasted up to about six months ago, when it ceased entirely. 

Case 5.—1910: Mrs. H., aged 28 years. In 1908 this case had been operated 
upon for removal of right tube and ovary. The uterus was suspended by ventral 
fixation. This resulted in two long firm bands of adhesions from the uterus to 
the anterior abdominal wall, giving the uterus no support. Supravaginal hys- 
terectomy. Menses began at the second month and have continued uneventfully. 

Case 6.—1910; Mrs. E., aged 28 years, one child. Has a large soft uterus, 
with much discharge. Supravaginal hysterectomy. Menses began first month 
and continue at the present time. 

CasE 7.—1909: Mrs. A., aged 34 years; one child. Fibroid. Supravaginal 
hysterectomy. Menses began during third month and patient is still menstruating 
regularly every month. 

Case 8.—1910: Mrs. G., aged 33 years. Has a pus tube with uterus in a mass 
of adhesions; very profuse discharge. Supravaginal hysterectomy. Menses began 
during second month and were hemorrhages for three months. Patient still men- 
struating every month. 

Case 9.—1910: Mrs. C., aged 30 years. Uterus large, soft and discharging; 
perineum and cervix lacerated. These tears were not repaired at time of opera- 
tion but one year later. Supravaginal hysterectomy. Menses began first month 
and have been regular ever since. 

Case 10.—1910: Mrs. M., aged 29 years; no children. Multiple fibroids. 
Supravaginal hysterectomy. Menses began second month and havé continued 
regularly. 

Case 11.—1909: Mrs. H., aged 27 years. Both tubes removed one year pre- 
viously. Large ovarian cyst with adhesions. Supravaginal hysterectomy. Menses 
began first month and have since been regular though it seemed at the time of 
operation that the ovarian tissue left was hardly adequate. 

Case 12.—1910: Mrs. K., aged 31 years; one child. , Adhesions; enlarged 
uterus; discharge. Supravaginal hysterectomy. Menses appeared first month - 
and was very profuse for four months but four months later was scanty and 
lasted only one day. At present the menses are of this character. 

Case 13.—1910: Mrs. K., aged 30 years; one child. Infected subinvoluted 
uterus. Supravaginal hysterectomy. Menses appeared second month; regular 
when last seen. 

Case 14.—1911: Mrs. M., aged 28 years; no children. Fibroid. Supra- 
vaginal hysterectomy. Menses appeared third month and still continue regularly. 

Case 15.—1911: Mrs. P., aged 34 years; three children. Uterus bound down 
posteriorly; much discharge; much pain; both ovaries cystic. Supravaginal hys- 
terectomy. Ovaries resected; menses began first month and still continue regu- 
larly. 

Cases 16 and 17.—Done in last few months; have both menstruated twice 
since operation. 


32 North State Street. 
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AMERICAN RAILWAY RELIEF FUNDS * 


W. H. Atuport, M.D. 
CHICAGO 


I. HOSPITAL DEPARTMENTS NOT USING THE RELEASE CONTRACT 
I 


The purpose of the present article is to discuss some of the social 
and economic aspects of the hospital and relief departments organized 
by American railroads for the care of sick and injured employees. 

Railroads operating in the United States may with reference to the 
character of their relief organizations be divided into three groups. The 
railroads of the first group have organized no relief departments or funds 
for the benefit of their employees. They employ surgeons and hospitals 
and treat their men for occupational injuries, paying all bills for such 
treatment without seeking reimbursement from the men. The roads of 
the second group have introduced mutual relief department funds, but 
do not require their men, in consideration of special relief provided, to 
sign contracts releasing the company from further liability for damages. 
The third group comprises railroads which have added to the original 
and limited scope of the relief department a comprehensive scheme of 
indemnity for all forms of disability, based largely on a formal contract 
between employer and employee releasing the former from claims for 
damage through injury inflicted on the latter while at work. Technical 


legal phases at once develop in connection with this “release contract,” 
and it appears best on that account to refer only incidentally at this time 
to these more complex organizations, reserving their more thorough con- 
sideration for a separate paper. 


Group 1: Chicago & Northwestern; Great Northern; Louisville & Nashville; 
New York Central; Michigan Central; Lake Shore & Michigan Southern; Lake 
Erie & Western; Chicago, Cleveland, Cincinnati & St. Louis; Boston & Maine; 
Seaboard Air Line; Chicago & Alton; Nickel Plate; Delaware, Lackawanna & 
Western; Central R. R. of Georgia; Minneapolis, St. Paul & Sault Ste. Marie 
(Canadian Pacific); Chicago, Milwaukee *& St. Paul (eastern lines); Chicago 
Great Western; Monon Route (Chicago, Indianapolis & Louisville) ; Grand Trunk; 
Maine Central; New York, New Haven & Hartford; Southern Railway; Erie— 
23 roads. Until June 1, 1911, the Illinois Central and Yazoo & Mississippi Val- 
ley railroads were among this number, but on that date these two roads followed 
the lead of the other Harriman lines and established the Illinois Central Hospital 
Department. For an account of the method formerly followed by the Illinois Cen- 
tral and Yazoo & Mississippi Valley railroads, see Journal of the American Med- 
ical Association, November 12, 1910. ’ 

Group 2: Northern Pacific; Southern Pacific; Union Pacific; Wabash; Illinois 
Central and Yazoo & Mississippi Valley; Missouri Pacifie and St. Louis, Iron 
Mountain & Southern; Atchison, Topeka & Santa Fe; Chicago, Milwaukee & 
St. Paul (western lines); Chesapeake & Ohio; Denver & Rio Grande; Frisco 
System; Chicago & Eastern Illinois;—14 roads. 

Group 3: Baltimore & Ohio; Pennsylvania Lines; Chicago, Burlington & 
Quincy; Philadelphia & Reading; Atlantic Coast Lines (Plant System); Lehigh 
Valley—6 roads. . 


* By courtesy of the Journal of Political Economy, January, 1912. 
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The writer does not claim that these lists are complete, merely that they are 
representative. 


II 

Many American railroads have organized their surgical service into 
hospital and relief departments, and have added to the duties of that 
service the care of employees who are sick or disabled from causes not 
incidental to duty. The data from which this article has been constructed 
were derived from a study of the relief systems of the following railroads: 

Northern Pacific R. R. Co—The Northern Pacific Beneficial Asso- 
ciation, organized in 1882; membership voluntary ;? is not incorporated, 
but operates under a constitution and by-laws. Managed by a board of 
managers: ten elected by men and nine appointed by the general manager. 

Southern Pacific R. R. Co.—Hospital Department; membership obli- 
gatory ; not incorporated ; no board of managers. A trust fund managed 
by the company. Men have no voice in management. 

Union Pacific R. R. Co.—Union Pacific Hospital Fund, established 
1905; not incorporated; no board of managers. Fund managed by the 
company. Membership obligatory. Men have no voice. 

Wabash R. R.-Co.—The Wabash Employees Hospital Association ; 
organized June 1, 1884. No charter or incorporation. Board of trustees 
designated by company. Membership “voluntary.” 

Illinois Central R. R. Co.; Yazoo & Mississippi Valley R. R. Co.— 
Hospital Department, established 1911; not incorporated; membership- 
“voluntary.” Fund managed by the company. No board; men have no 
voice in management. A separate organization from the following: 

Illinois Central R. R. Co.—TIllinois Central. Railroad Hospital Asso- 
ciation, incorporated, operating over the Louisville, Nashville and Ten- 
nessee divisions of the Illinois Central R. R.; originally incorporated 
under the laws of Kentucky as the Chesapeake & Ohio Southwestern 
Association, but the name was changed when the Illinois Central Railroad 
purchased the Chesapeake & Ohio Southwestern Railroad. Management 
is vested in a board of thirteen directors of whom eight are permanent 
and are officers or department heads, and five are elected by the eight 
“to represent as nearly as possible the employees.” The chief surgeon 
of the Illinois Central Railroad is not an officer or member of the asso- 
ciation, but he appoints and fixes the salaries of all the surgeons and 
assistant surgeons, except the assistant chief surgeon, who is a permanent 
officer and member of the board of directors. 

Atchison, Topeka & Santa Fe R. R. Co.—Atchison, Topeka & Santa 
Fe Hospital Association, incorporated 1891. Board of trustees either 
officers of the company or-appointed by the president of the company. 
Officers elected by trustees. Men have no voice in the board. Member- 
ship obligatory. 

1. So says the secretary of the association in response to a letter of inquiry; but 
the Northern Pacific Beneficial Association by-laws (Art. 1) say: “All persons who 


accept service in the employ of the Northern Pacific Railroad or the Northern Pacific 
Beneficial Association shall from that date be considered members.” 


’ 
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Missouri Pacific R. R. Co.; St. Louis, Iron Mountain & Southern 
R. R. Co—NMissouri Pacific-Iron Mountain Railway Hospital Depart- 
ment, incorporated 1891. Board of trustees either officers of the company 
or appointed by the president of the company. Officers elected by trustees. 
Men have no voice in the board. Membership obligatory. 

St. Louis & San Francisco R. R. (Frisco System).—Employees’ Hos- 
pital Association of the Frisco Lime, chartered 1898. Membership obliga- 
tory. Five trustees: general manager, general solicitor, superintendent 
of transportation, and two others appointed by the general manager. The 
company contributes $500 per year as its assessment. 

Chicago, Milwaukee & St. Paul R. R.—Milwaukee Hospital Associ- 
ation, not incorporated, established 1908, only for lines in South Dakota, 
Idaho, Washington and Montana. Membership obligatory. No board, 
and men have no voice. Association organized by and under control of 
the chief surgeon of the Chicago, Milwaukee & St. Paul Railroad Com- 
pany. The company is said to contribute about 10 per cent. toward the 
expense of administration. 

Chesapeake & Ohio R. R. Co.—Chesapeake & Ohio Hospital Associ- 
ation, not incorporated, established 1897. Operated by a board of gover- 
nors, six of whom are officers of the company or department heads, and 
seven elected by the men. The company owns the two hospitals and pays 
half the chief surgeon’s salary. Membership is obligatory. 

Denver & Rio Grande R. R. Co— Denver and Rio Grande Railroad 
Company’s Relief Association, incorporated 1888. Membership involun- 
tary. Eleven trustees: five appointed by the general manager, six elected 
by men. Executive committee of five. The chief surgeon of the road is 
chief surgeon and manager of the association. No annual statement 
published. 

The insurance plan of the Chicago & Eastern Illinois R. R. can 
hardly be classified under Groups 2 or 3, and is therefore considered 
separately as follows: 


Chicago & Eastern Illinois R.R. (Frisco System) .—Although not maintaining 
any hospital and relief department this short line of less than 1,000 miles has 
had in successful operation since 1893 an organized plan of compulsory insurance 
protecting the employees of its operating departments against privation through 
service accidents, sunstroke, burns, and freezing. There is no release contract and 
any employee may use his insurance money to sue the road, The company ‘issues 
a policy, pays the expenses of management, guarantees the fund, and furnishes 
and pays its own surgical staff. The fund is kept up by assessments, and a deficit, 
which occurs annually, is met by the company. The fund is expended for benefits 
and hospital expenses and burial expenses up to $100. The benefits are one-half 
the monthly pay, as scheduled in the insurance application. and are continued 
for 50 weeks. Death benefits are half the scheduled wage for one year, less 
amounts already paid, but benefits must not aggregate more than $1,000. 

Engineers, firemen and shopmen are assessed 1 per cent. (this rate is too low 
for shopmen) ; passenger conductors and brakemen, % per cent.; freight conduc- 
tors, brakemen and switchmen, 2 per cent. A brief statement of operations 
follows: 
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Collected from mem, 1008-8... 2.6... ccc cccccccccccs $22,254.13 
Benefits paid to men, 1902-3....... 2... eeeecees 26,525.43 
Deficit made up by company....................005- 4,271.30 
A gr a I eee Spee 28,889.03 
rh ache ets ccc bah ddodeceeesesus 83,480.78 
Deficit made up by company.................-02e05- 4,591.75 
eth Sat eae cad anh s en were k we 32,439.75 
ee aden. c big dp 00.0 5. 08.<ee¥ares.e'd 36,533.07 
EE ey NE, SUOOEic.cs cnccdcdescvedcceeusess 4,093.32 
Deficit by company, 1905-6. (The company reduced the 

deficit by removing certain causes of accident.) .... ; 1,569.74 


It is hard to know just where to classify this unique system of protection. Of 
course it saves largely for the company in half-pay and donations for injuries for 
which it is plainly not liable; but the company contributes a very respectable 
sum to manage and balance the fund, pays all doctors’ bills and exacts no antici- 
patory release for injuries for which it may be liable. Hence the fund promotes 
considerable good feeling and acts as a strong deterrent against litigation. On 
the other hand, the men are not dependent on the company for any charity during 
disability. The system differs from all the other systems in Groups 2 and 3 in 
the following points, each. constituting a distinct advance over the more con- 
ventional method: 

1. Although the fund is obligatory and managed entirely by the company, it 
cares only for occupational injuries and does not intrude itself selfishly into the 
field of sickness maintenance as do the companies of Groups 2 and 3—it escapes 
the charge of paternalism. 

2. The company exercises an unusual forbearance in refusing to exact a 
release contract. It furnishes as much legitimate assistance without the release 
as the companies in Group 3 furnish with it. 


3. The company does not saddle the fund with the maintenance of the surgical 


department, as is the case with the Harriman lines and others in Group 2. 

4. There is no building up of a large surplus as a fund to replace the com- 
pany‘s guaranty. On the contrary, the assessments are so low that the company 
is forced, in addition to paying management and surgical expenses either to make 
up an annual deficit or to reduce the causes of accident. Both of these alterna- 
tives result advantageously to the men, and are no more than really should be 
expected of any company. 

Accepting current ethical standards for the purpose of practical criticism, it 
would be hard to say where this admirable method of meeting the immediate 
needs of the injured workmen could be improved on—the method is compulsory, 
gives him surgical attendance and maintenance for self and family without taxing 
his self-respect, and leaves the way open for redress through the courts if his 
injury occurs through other negligence than his own. 


These departments are “of the nature of cooperative benefit and relief 
associations supported by trust funds raised by monthly contributions.” 
They are practically non-existent except as departments of the companies 
which call them into existence. This is especially true where the depart- 
ments are not incorporated, in which case the association is legally non- 
existent, and suits for damages on account of malpractice, etc., must be 
brought either against individual employees or against the company. 
Even where the association is incorporated, the courts of the Middle West 
have held, in spite of strong contention of the railroads to the contrary, 
that the department is merely the creature and agent of the parent corpo- 
ration, and that the latter is still liable unless a tangible and independ- 
ently separate existence can be shown, which is rarely the case. Thus 
in I. C. R. R. v. Buchanan, 88 8. W. Rep. 312, and Ky. Court of Appeals, 
103 S. W. Rep. 272, the court held that the association was merely the 
agent of the company. In another case (Phillips v. St. L. & 8. F. R. R., 
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111 8. W. Rep. 109, Mo. Supreme Court) the court held also that negli- 
gence of the agent was negligence of the company, and that the associ- 
ation and the railroad were liable coequally. A case involving somewhat 
similar principles is Zumwalt v. Texas Central R. R., 121 8S. W. Rep. 
1133, argued before the Texas Court of Civil Appeals. The singular 
contention was made in this case that the association was organized by 
the company as an act of charity in which it had no pecuniary or, in 
fact, any other interest beyond the welfare of the men.* : 

Although the employee contributes to the fund he has little voice in 
its management and none in selecting its surgeons, and no vested rights 
in it or in its property or surplus; nor is he responsible for its deficits, 
if any. His rights cease when he has received his benefits or terminated 
his service with “the company.” The company, therefore, in consider- 
ation of its own exclusive title to these vested rights, which have often 
been bought and sold together with the parent company,* “becomes the 
insurer of the employee within certain prescribed limits.” 

These departments are always eventually self-sustaining organiza- 
tions, complete within themselves, under the control of a chief surgeon, 
who is appointed by and reports to either the vice-president or general 
manager of the road, or to a board of managers, in which latter case the 
employees usually receive representation.* 

With other departments of the road the relief department stands on 
a nominally equal footing. The relief department makes its own appoint- 
ments of subordinates, draws its own vouchers against the trust funds in 
the hands of the company’s treasurer, and makes its own rules and regu- 
lations subject to the approval of the general manager. It cares for sick 
and injured employees, injured passengers, and trespassers — the latter 
at the company’s expense; prepares reports for its own use and for that 
of the company’s claim and legal departments; and confers with and 
advises these departments. Its employees, when called into court, testify 
as original witnesses in behalf of the company. In matters purely sur- 
gical and medical it serves the employee; in matters legal it serves the 
company and its claim and legal departments. It safeguards the sanitary 





2. “The contention is made by the railroad that its hospital department is a charity 
which the company maintains to care for its injured, and that beyond the exercise of due 
care in the employment of a prudent and careful physician the company cannot be made 
lable for his negligence. This in spite of the fact that the company deducts a certain 
sum from the employees’ wages for hospital purposes and gives the employees no control 
over the fund and no voice in the employment of physicians or hospital attendants.” 
The court made these very just observations: “The mere fact of the lack of a distinct 
pecuniary profit through the hospital is not conclusive that the hospital did-not con- 
tribute to the profit of the company, since as an incident to the company’s principal 
business it might be productive of great profit through its instrumentality both in reduc- 
ing loss and expense by maintaining the capability of its employees and in reducing the 
number of injured, as well as in caring for them most economically after accidents. One 
could hardly think an instrumentality which tended to reduce the loss and wear and 
tear of rolling stock could be unproductive of profit. If the company undertook, for any 
consideration or assessment, to care for the eyes of injured employees by the employ- 
ment of medical agents in whose selection the employee had no voice, the employee was 
certainly entitled (for his consideration) to a high grade of skilful treatment, and in 
the absence of such was entitled to hold the individual to whom he had paid his money 
responsible, whether that individual's profit from the transaction was to reach him 
through direct or indirect means.” 

3. Chesapeake and Ohio Southwestern R. R. to Illinois Central R. R. 

4. Chesapeake and Ohio Southwestern R. R.. Tilinois Central R. R. (M. and L. 
divisions), Northern Pacific R. R. and Denver and Rio Grande R. R. 
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interests of the company, vaccinates employees, assists at quarantine, and 
examines applicants for employment either at their own expense or, if 
rejected, at the expense of the company. The company maintains no 
surgical staff outside of the hospital department. 

On some roads membership in the department is nominally optional ; 
on others it is frankly obligatory; but the evidence goes to show that on 
roads where membership is nominally elective very few men employed in 
actual operating service remain in it, or are favorably considered by the 
heads of that service, unless they contribute to the relief department. 
Where the system is once in operation, men seldom enter the operating 
departments who do not join “the Relief.” Injured employees who have 
not so contributed are, where the injuries are acute, still treated by the 
department as though contributing, and the cost of such treatment is 
not unusually borne by the fund, rather than by either the company or 
the individual. 

The fund is maintained by assessments levied via the pay-roll, and 
is held by the company’s treasurer to cover vouchers issued by the chief 
surgeon and approved by the company’s general manager and auditor, 
or by the department’s board of managers. Vouchers are for salaries; 
drug, supply and hospital bills; taxes on plant; repairs; rent; insurance ; 
new plants; accounts of physicians and surgeons; burial expenses; sta- 
tionery and postage. The company furnishes telegraph and telephone 
service on its own lines, office rent in its own buildings, transport over 
its own lines, and the services of its own accounting officers and treasurer. 
The board of managers serves without salary. If there is a deficit, as is 
rarely the case, the company makes it up, but reserves the right to increase 
the assessment or to reimburse itself from future assessments.5 With 
a very few notable exceptions,® unless there is a deficit, no cash reaches 
the fund from the company. In some instances the company has 
advanced money for hospitals, plant, and equipment, but after a few 
years of operation the department has accumulated sufficient surplus to 
reimburse the company in full.* In other cases the company loans some 
sort of plant left over from its original surgical department, or desig- 
nates certain buildings for hospital use without donating them outright. 

The assessment is a fixed sum each month. On the Harriman lines 
(Southern Pacific R. R., Union Pacific R. R., Illinois Central and Yazoo 
& Mississippi Valley Railroads) all men alike, irrespective of salary, are 
assessed 50 cents per month. On other roads assessment is graduated 
according to salary and may range from 25 cents to $2.° Inasmuch as 
the benefits are the same for all employees it would seem that the former 
method is the more just. 

On roads where a high maximum assessment ($1 to $2) is levied, an 
embarrassing surplus is apt to develop. For example, in 1910, the North- 


DO 


. This was recently the case on the Chesapeake and Ohio R. R. 
. Northern Pacific R. R., Chesapeake and Ohio R. R., Frisco Systems. 
Illinois Central R. R., Paducah Hospital (Chesapeake and Ohio Southwestern 


Fn 


. originally). 
8. On the Chesapeake and Ohio R. R. until 1909 the assessments for some classes 
were as low as 10 cents, but a deficit occurred and the minimum was raised to 25 cents. 
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ern Pacific Beneficial Association, in addition to two hospitals originally 
worth $60,000, owned by the Northern Pacific R. R., and improved and 
equipped by the association at a cost of over $80,000 more, showed a 
third plant worth $119,000, an invested surplus of $197,281, and $85,000 
in unexpended cash ; total $541,281, no part of which will of course ever 
find its way back either directly or indirectly to its original. sources. 
Where the department is incorporated or has taken the usual steps 
to insure a legally autonomous existence, it holds property, governs itself 
through a board which is at least nominally independent, and is 
sometimes sued for bills or damages like any other corporation or 
copartnership; but the highest courts have also held that, even where 
the department exists as a corporation, the vested property rights of the 
railroad company in the assets of the department, as well as its legal 
and business interests, are so wrapped up in the identity and government 
of its offspring, that the company when sued for the acts and obligations 
of the department can hardly shelter itself behind a plea of separate 
existence or lack of responsibility. The association is the agent of the 
company and the latter is liable for the acts of the former. The Ken- 
tucky Court of Appeals, after a careful combing of the structure, methods 
and internal economy of one of these organizations, comes to the conclu- 
sion that “the railroad company is the real yolk in the association egg.” ® 
In return for his assessment the employee receives medical, surgical, 
and hospital care for all legitimate diseases and injuries, on presenting 
an order on the association from his employer. Such care, however, must 
be accepted from certain designated physicians and hospitals. Unlike 
similar associations organized by mining and milling corporations like 
the Colorado Fuel and Iron Co., these railroad departments care only 
for the men and never for their families. No cash, time, death, or other 
allowances are made; and where the disabled employee employs an outside 
doctor, or goes to a hospital other than one designated by the department, 
he must pay all expenses. He is given care at the company’s dispensary 
and receives his medicines without cost to himself beyond his assessment. 
He is furnished certain appliances without cost, and a moderate cash 
burial allowance is provided in case he dies. The maximum of treatment 
and hospital care allowed is usually six months for medical and twelve 
months for surgical cases. Care at home or at the office of a local surgeon 
is also furnished in certain cases. Local surgeons work under a fee-bill 
contract of very moderate proportions, for surgical cases, and on some 
roads receive a pass over the company’s lines in lieu of compensation 
for medical and sanitary work. Other roads pay for medical calls and 
consultations at about half local-rates. The department is apt to exclude 
contagious, infectious, and chronic diseases from the scope of its work, 
and always excludes venereal diseases and the results of alcoholism and 
improper conduct. All cases must be carefully reported on blanks pro- 
vided for the purpose, and in surgical cases duplicate reports immediately 


reach the files of the claim department. 


9. Illinois Central R. R. v. Buchanan, 103 8. W. Rep., 272. 
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The personnel and organization of these departments are familiar 
enough, but certain intimate details are worth attention. A chief surgeon 
manages all surgical, medical, and sanitary affairs in the interests of the 
company. He reports to and is appointed by the managing officer of the 
company; his salary is paid by the employees through the fund.*° He 
appoints district and local surgeons and pays them by vouchers drawn 
against the fund. He should have, therefore, a large personal influence 
and following among the line surgeons. His appointments, when his 
judgment is good, are usually from the best available local talent; but 
where his opinion or wishes conflict with those of the general manager 
or of the claim or legal department, he usually finds it expedient or 
actually obligatory to yield. Not infrequently such forced appointments 
cannot be justified on professional grounds. His office is close to that 
of the chief claim agent and general attorney, and he acts as their private 
surgical informant and adviser in all cases where litigation exists or is 
impending. Although many of these cases develop through injuries to 
passengers and trespassers, and can give rise to no very strenuous question 
as to the ethical right of the surgeon to range himself on the side of the 
company, a large majority occur through injuries to employees, and must 
inevitably stir up in his conscience secret misgivings as to the correct 
ethical course to pursue toward the company which hires him and the 
injured servants from whose assessments his salary is derived. 

Where damage cases have been brought by members of the association 
against the company the writer is not aware that the chief surgeon of 
the association or any member of his staff has ever been known to testify 
as a voluntary plaintiff’s witness against the company. Such situations 
are and should be embarrassing to any high-minded surgeon. As a 
matter of obvious equity and decency, surgeons employed by relief asso- 
ciations supported by mutual contributions of employer and employed, 
and with inseparable obligations toward both parties, should be excluded 
from all participation in legal proceedings except as they are subpcenaed 
to testify as to facts. Such is usually not the case, however; the fact 
that such and such a surgeon has a reputation as a “strong witness for 
the company” is also a strong card in his favor when he seeks employ- 
ment; and during lawsuits on trial he frequently sits next to and assists 
the company’s attorney. It must be conceded, however, that his voice 
is frequently raised, in those confidential relations which he sustains 
toward the company, in favor of large settlements with employees who 
he knows have been seriously injured. Not so creditably, he has been 
known to give outrageously biased testimony on the witness stand, as 
well as to take advantage of confidential relations established with injured 
employees to lead them to settlements not at all commensurate with their 
injuries. 

A case recently tried in the Arkansas courts throws a curious light 
on certain tortuous aspects of these relations. A switchman sustained 
an injury to the arm and received treatment from the chief surgeon. In 


10. The Chesapeake & Ohio R. R. pays half this salary; on other roads the company 
usually pays nothing. 
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course of time he was discharged with an assurance, in the presence of 
witnesses, that he had recovered, and was sent by the chief surgeon with 
a sealed letter to the chief claim agent. On the basis of the assurance 
a small settlement was made. Subsequent failure to achieve a complete 
recovery led to an examination by an outside surgeon, and to the dis- 
covery that the arm was permanently disabled in a way which must have 
been obvious to the company’s surgeon. The testimony developed in the 
subsequent suit showed also that the letter contained a correct statement 
of the permanent disability, and the court therefore set aside the settle- 
ment on the ground that it had been secured through fraud and collusion. 
The Arkansas Supreme Court upheld the verdict given in the lower 
court and added a caustic opinion on the ethical standard set by the 
department chiefs." 

Serving with the chief surgeon and of equal or actually superior 
authority is usually a secretary-superintendent. This official reports 
nominally to the board of managers, or to the chief surgeon, or to both; 
hut he is most frequently appointed by, and in confidential relations with, 
the general manager of the road, and in all other relations does as he 
chooses. The secretary is not infrequently a former claim agent, and 
is apt to be the most interesting and picturesque, as well as the most 
influential member of the staff. He is often too old to be offered without 
effrontery to any other department, but he is a good mixer, and has had 
a checkered career of. railroad experiences; although not always of a 
kind that would appear well in print. He is often better posted on 
practical surgical diagnosis and prognosis than the chief surgeon, and 
has a supreme contempt for doctors and their bills. He is an infallible 
prophet of good or bad luck to the legal department. He can wheedle 
out of a quarrelsome switchman a settlement which the claim department 
has abandoned as impossible. He is the guide, philosopher and friend 
of all widows and orphans, has been known to settle strikes and to lead 
railroad men’s Y. M. C. A. meetings, and can secure the discharge of 
any man in the department from the chief surgeon down. The latter | 
dignified official hates him, fears him, and in private incontinently bows 
down to him. The secretary-superintendent believes in himself alone, 
and talks freely to cover up his thoughts. With him, the men have an 
abiding faith both in the benevolent intentions of the company and in the 





11.113 8. W. Rep., 103, St. Louis. Iron Mountain 4 Southern R. R. Co. v. Hambright, 
Supreme Court of Arkansas. On the strength of the chief surgeon's statement Ham- 
bright accepted $1,250 and released the company. On the plea of fraud and collusion 
between the chief surgeon and the claim agent. Hambright afterward sued to set aside 
the settlement. and recovered $5,000. In upholding the verdict of the lower court Judge 
Hill said: “Dr. O———— says that his examinations were made in behalf of the 
employees as well as of the railroad; that his employment came from the railroad and 
his compensation from a fund derived from the assessments of employees. Certainly 
under such conditions Hambright had a right to rely on the doctor’s good faith, and it 
does not lie in the mouth of the railroad to say that an employee cannot safely rely upon 
statements of a chief surgeon who occupies such a delicate position between it and its 
employees.” 

This is not the first time the railroad system just mentioned has been in trouble over 
collusion between the claim department and the hospital association. An exactly similar 
case involves a branch of the same system, the same claim department and the same 
hospital department's officials. 7. @ P. R. R. Co. v. Jowers, Texas Court of Civil 
Appeals, 110 8S. W. Rep., 946. 

ae references are from the Bulletin of the Bureau of Labor, 18, 1999, 80-82, 
p. 420. 
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notion that the company meets their contributions dollar for dollar. 
Without him the department would fall to pieces— unless another 
equally competent and sufficiently seasoned: disciple of Machiavelli could 
be discovered. 

The department is usually provided with one or more hospitals, and 
the hospital is exactly what the chief surgeon makes it. If the chief is 
a young, ambitious and well-posted man, and if the hospital is new, or 
if there is money enough to reequip it according to the modern ideas of 
the new incumbent, there is no reason why it should not —as it some- 
times does — provide service equal to that of the best up-to-date hospitals, 
even though its location may be in a small town or in a western wilder- 
ness. The funds at the disposal of most associations are ample to provide 
the best nursing by a well-taught training school, good diet and medi- 
cines, comfortable wards and beds, single rooms for very sick patients 
or for those who care to pay for privacy, aseptic operating-rooms and 
materials, with the service of intelligent house surgeons changed often 
enough to prevent them from becoming stale. Often the hospital boasts 
of a bath, massage, and electrical department, with an z-ray machine 
operated by a competent radiographer. To such well-equipped hospitals, 
presided over by chief surgeons of high attainments and winning person- 
ality, the employees and even the general officers of the road will often 
go willingly for treatment, confident that no better can be had anywhere 
for any money. 

And yet the railroad association hospitals are few enough throughout 
the country that come up to this type, or that could even stand a com- 
parison with the average sisters’ or denominational hospital located in 
most of the medium-sized towns of the Middle West. Dry rot and incom- 
petence creep into and find shelter most quickly and permanently in this 
form of railroad relief department and its hospitals. Where the surgical 
department is not built up around a mutual fund, but draws its suste- 
nance direct from the company, the front office usually feels the respon- 
sibility and insists on efficiency of service and plant, with an ear 
constantly open to unfavorable criticism. But with the responsibility 
shifted or divided by the organization of a fund or by frequent or too 
infrequent changes in the general management, watchfulness is apt to 
relax, and the standard of the department may reach a point so disgrace- 
fully low that the men shrink from accepting the services of the surgeons 
or the shelter of the hospitals. Such hospitals are often dirty, insanitary, 
hopelessly infected ; their drug-rooms and druggists are unreliable ; their 
operating-rooms are poorly stocked with rotting catgut, moldy gauze and 
rusty instruments; their attendants are insolent, their beds are infested 
with vermin ; their house staff is lazy and the chief is a hopelessly super- 
annuated drunkard who has long ceased to command enough public confi- 
dence to have any private practice. It is not difficult to place the respon- 
sibility for such a state of affairs. Although the men provide the fund 
and know when it is misspent, they have little or no voice in its manage- 
ment and any attempt on their part to urge an appointment or force a 
resignation is invariably frowned down. Of course, proximately the 
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mantle of authority rests on the chief surgeon and a mismanaged depart- 
ment is his fault. But when that official is superannuated, lazy, ignorant 
or otherwise incompetent, the blame for such a state of affairs if long 
continued rests with the general officer who controls his appointment and 
whose duty it should be summarily to remove him. And yet such a chief 
is often allowed .to remain for years after no sane private individual 
would employ him, and after his professional inefficiency is notorious and 
a scandal among the men, because he is a good witness for the company, 
or happens to be on terms of friendship with the company’s general offi- 
cers, or because it is too much trouble to remove him. On the other 
hand, chief surgeons are sometimes changed arbitrarily with every change 
in the general management, or the position becomes the counter with 
which the legal department liquidates its personal or political debts — 
and the men pay the bill. 
III 

Let us now consider more closely the values offered by this system 
of relief and its significance to the employee and to the company, as well 
as its influence as one factor in our economic and industrial development. 

It must, of course, be understood that in this article we are not 
dealing with the question of compensation, but merely with that of 
adequate provision for the treatment of occupational injuries. 

1. What has the fund replaced for the employee; and what resources 
would still be his were the fund non-existent? 

2. What does it replace for the employer; and is the company 
relieved of any generally recognized obligation through its existence? 

3. What does each actually contribute? 

4. What does each actually receive? 

5. Which party is the gainer and which the loser by the transaction ; 
and is it, with reference to the general welfare of society, a step forward ? 

1. The fund replaces for the employee (a) the old system by which 
he pays personally for the treatment of sickness or injury not incidental 
to his employment. 

But against the old system as it still exists quite generally in this 
country” there is really little to urge. The following are stock argu- 
ments: the community may not be able to provide as good physicians as 
those selected by the fund, or may not have hospital facilities; the dis- 
abled man may be destitute or shiftless; organized relief is better and 
more dependable than that furnished by individuals; an insignificant tax 
on the entire body relieves individuals of a heavy burden; etc. These 
claims may all, at times, prove true enough, but they do not appear to 
the writer to carry any great force as against the arguments that under 
ordinary methods and conditions the man pays for his own troubles and 
for no one’s else; forms no entangling alliances with interests disguised 
as philanthropy; is treated by the physician of his own choice, on whom 
he never calls unnecessarily; and is able under most of the conditions 
now prevailing to procure and pay for the services of physicians and 


12. See ante (p. 1) for list of railroads not using the relief department. The list is 
by no means complete. 
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hospitals fully as good as any selected by and representing only his 
employer. . 

Furthermore, the American medical profession has constantly and 
wisely held out against systems of contract practice. The principle of 
collective bargaining which applies so well to wages and to cooperative 
stores has never worked well either for buyer or seller when applied to the 
commodity furnished by the medical man, who is at his best when his 
-work is by the piece —- and hand and head work at that. Such bargaining 
results eventually in debauching and cheapening the profession and in 
furnishing the patient with but poor and perfunctory service. Most of 
the better class of employees recognize this, and though paying their 
assessments without protest still employ their own medical man and pay 
for his medicine. These remarks apply especially to contract medical 
and dispensary practice, and to the work of men employed for routine 
services and paid by a pass or nominal salary, They do not apply to 
purely surgical services paid for on a reasonable fee bill, or to the salaried 
work of the surgical, sanitary and medicolegal advisers of the road — 
such work is for the road and not for the men, except incidentally, and 
represents but indirectly, if at all, their share in the benefits of the 
undertaking. 

(b) The fund replaces the surgical relief which the company once 
furnished and paid for out of its own pocket. Few railroads have existed 
long without an organized staff of surgeons and hospitals either belonging 
to or subsidized by the company. For this surgical relief on many roads 
the man pays nothing, but accepts it as a matter of course, and as some- 
thing to which he seems to be entitled by virtue of the extra hazard of 
his employment. For serious injuries the company pays all reasonable 
doctors’, hospital, drug, nursing and burial bills, whether it likes to do 
so or not, and the average charge against the road’s income is about #10 
per mile per annum. The justice of such a course, no one but a claim 
agent would now openly. undertake to dispute, or to attribute any greater 
virtue to the company for maintaining a surgical department than for 
keeping up a repair department to make repairs on machinery. But for 
some curious and unfathomable reason many American corporations have 
silently but persistently refused to recognize the justice of this proposi- 
tion. A large proportion of manufacturing concerns doing business in 
cities; where the injustice of failure to provide adequate surgical aid is 
lost sight of in the complex inhumanity of a million other more positive 
acts, refuse to give their employees more than first aid, and sometimes 
not even that. Railroad companies, however, are peculiarly situated 
and can ill afford to dispense with prompt and systematized surgical 
relief. Railroad injuries are often appalling, occur far from centers of 
population, and cannot wait for the unorganized efforts of individuals. 
Railroad men are organized and are in a position to demand efficient 
relief measures at somebody’s expense; public sentiment is strong in 
American communities against railroads, and any lack of attention to 
injured employees would soon find effective condemnation from the jury 
box — hence the surgical department. And yet the notion of free sur- 
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gical relief for injured employees has long existed as a thorn in the 
side of railroad managements and claim departments, and any method 
by which the burden can be shifted is sure of favorable consideration, 
provided the shift is not too obvious, and provided conditions are ripe for 
putting it into operation— hence mutual relief and hospital funds; 
devices by which the company rids itself of its recognized surgical and 
sanitary obligations and functions, and by which the employee for a 
small assessment receives care for all legitimate disability. 

These funds provide collectively for the men during sickness what 
they formerly purchased for themselves individually. By collective bar- 
gaining they procure drugs, doctors, nursing, hospital beds, etc., cheaper 
than by individual purchase, but probably the quality is‘not so good. 
There is nothing particularly new about this system of relief as practiced 
by unions and mutual associations of workingmen — England and the 
Continent have known it ever since the first days of the cooperative store. 
Any saving to the men by this bargaining, however, is lost to them by 
virtue of the fact that the employer has intruded himself into the bargain, 
insists that he shall handle the fund, and that his surgical bills, which he 
formerly had to pay himself, shall be charged against the fund to com- 
pensate him for his trouble as manager. 

2. We thus see that the fund has replaced the company’s own surgical 
department in so far as paying most of its bills is concerned, and that 
by so doing the employing company has adroitly shifted the burden of a 
generally recognized obligation toward the injured employee from its own 
shoulders to those of the entire servant body. The advantage is also with 
the company in that it is thus enabled to place a quasi-independent organ- 
ization as a buffer between it and certain of its obligations. 

3. (a) It is plain enough what the men contribute to the fund. They 
contribute 25 cents to $2 per month, according to their wages, and accord- 
ing to the method adopted by each road in spreading the assessments.** 
For a road employing 40,000 men and assessing them 50 cents per month 
the annual income of the relief department from assessments would be 
$240,000. This amount should be ample to carry absolutely all the direct 
medical, surgical and sanitary expenses of the road, except such surgical 
charges as arise in connection with certain injured passengers and way- 
farers who happen not to be treated by those salaried surgeons who are 
paid out of the fund. Such expenses must of course still be met by the 
company. 

(b) But it is not so plain what the company contributes. Any inves- 
tigator who has endeavored to secure in even approximate figures the 
amount and character of any company’s addition to the fund will concede 
that there is something vague and illusory about it which is altogether 
unnecessary if it is at all adequate. Charters and bylaws make little 
mention of moneys or substantial contributions by the companies; and 
the annual reports, when issued, are curiously mystifying documents in 
all matters of finance. 





13. For example: the Chesapeake & Ohio R. R. assessments were 10, 25, 35 and 50 
cents per month until 1909. in which year the minimum assessment became 25 cents on 
account of deficits in previous years. For the year ending June 30, 1908, the total 
assessment was $58,525 ; ending June 30, 1909, $52,829; June 30, 1911, $77,354.27. 








“The company contributes transportation, telegraph and telephone 
service.” If this means anything as a contribution to a mutual relief 
system it means that the company proposes to charge employees and 
their fund for use of these services in summoning assistance or in sending 
sick or injured employees to hospitals or doctors. How much is it 
‘ customary for an employer to receive for such service? And how much 
would any court award him? Must the employee offset this sort of 
service against his own cash? 

“The company guarantees the fund.” What is the cash value of such 
a guaranty as an offset against cash assessments? And if the department 
—as the courts have often decided — is but a part of the company, with 
no real identity, what is the use of the guaranty, since the company is 
liable for the debts of the department, anyway? Granted that the 
guaranty does actually furnish some added protection, its cash value to 
the employee is altogether contingent on a possible deficit, and when it 
develops that the company reserves the right to increase assessments 
and to recoup itself for advances out of any future surplus, the cash value 
of the guaranty shrinks to the vanishing point. 

“The company manages the fund.” ‘This phrase is comprehensive 
and generous, but what does it mean? Does it mean that the road and 
its officers merely advise and direct the policy of the department and 
serve as custodian, depository, directors or trustees without pay? Or 
does it mean that the road pays all the expenses incidental to the details 
of management, and thus makes an actual cash contribution ? 

If merely the former, such service can hardly be rated at a cash value 
to the fund, since not only are funds of this kind invariably handled by 
banks, trustees or committees acting without pay, but the influence 
wielded by the trustee may become an asset of such value to him or to his 
officer that the employer expressly stipulates that the trusteeship shall 
be held by one of his official representatives. Nor can the mere act of 
making monthly deductions from pay-rolls and holding them in the 
company’s treasury be seriously regarded as any material offset against 
the real cash which is withheld. 

If the latter is the case, then we have finally come on something which 
can be computed in dollars and cents, and which not only should but 
must be represented by some sort of exhibit in the annual report of the 
fund; if the fund, as is not usually the case, publishes a real balance 
sheet. Management, to have a cash value as an offset to assessments, 
should include general salaries, rent, taxes, insurance, clerk hire, office 
and traveling expenses, stationery, etc., thus leaving the fund resulting 
from the assessments to be expended in the actual care of the disabled 
employee. An examination of a large number of private and public 
reports of all kinds of railroad hospital associations and relief depart- 
ments shows that the companies take various views as to the correct 
answer to this important question. 

Certain companies make an exact statement of the cost of manage- 
ment, and meet the entire bill in cash. Thus, the Pennsylvania Lines 
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West of Pittsburgh** (4,942 miles) paid out during the year ended 
June 30, 1909, “from their own treasuries, $107,677.79 for expenses of 
Relief Department.” This department, however, uses a release contract, 
and against that undoubted cash contribution the fund came to the relief 
of the company by paying out for accidental deaths and disablement 
$154,380.50 — contributed by the men. 

The Baltimore and Ohio Railroad, using a similar release contract, 
“contributes annually $10,000 toward operating expenses.” The actual 
operating expenses of the relief department for the year ending June 30, 
1909, were $108,951.54, and the accident benefits for that year were 
$203,607.02. For $10,000 the Baltimore and Ohio Railroad receives 
a release from surgical and compensation expenses amounting to 
$312,558.56 — rather a good investment. 

The Chicago, Burlington and Quincy Railroad Relief Department 
(Report, Dec. 31, 1908) paid out $300,877.44 in 1908 for accident relief, 
and the road paid for operating the department $78,063.79. Relief 
includes compensation based on a release contract. 

The Philadelphia and Reading Railroad Relief Association (Twenty- 
First Annual Report, 1909, p. 7) shows $311,340.38 in contributions 
by members; $13,769.81 contributed by the railroad company, and 
$16,998.46 by “associated companies” toward operations, a total of 
$30,768.27. The release contract is the basis of relief. Accident benefits 
amounted to $82,051. 

On the four roads just mentioned the “contribution by the company” 
to the fund, and its appearance in the annual statement of the fund, is 
for the purpose of validating the release contract. The adequacy of the 
contribution and the legal aspects of the contract will be discussed in 
another paper. 

When the association does not employ the release contract, fear of the 
courts no longer operates to force the companies to publish annual reports 
of these departments and to make at least a show of cash contributions to 
the funds. A few companies, however, do make a small cash contribution, 
without using the release contract system, and these companies usually 
make annual publication of the financial condition of the fund. 

The Northern Pacific Beneficial Association (no release contract) 
statement for the year ending June 30, 1909, shows “deducted from pay- 
rolls, $283,462,” and total receipts $304,578.73; total expenditures 
$275,223.12. Surplus for year $29,355.61. “Expenditures” include: 


Hospital expemses ............ $173,347.69 


BAGS GHROUEED 4 coc ccccssicces 78,715.85 
Burial expemses ............. 19,672.90 
General office, etc., expenses... 3,422.60 
Stretcher equipment ......... 64.08 

$275,223.12 


To the “total receipts” the company contributes annually “for services” 
$6,000. The company “also provides the hospital buildings at Brainerd 


14. Twentieth Annual Report, Year Ended June 30, 1909, p. 5. Similar showings occur 
in the annual report of the Pennsylvania lines east of Pittsburgh (6,293 miles). 
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and Missoula, makes the monthly deductions from the pay-rolls, and 
assists very greatly in making the successful operation of the department.” 
If we allow $6,000 per annum each as the rental of the two hospitals 
(on which the association makes all repairs, additions and improvements) 
we have a total annual contribution to the fund by the Northern Pacific 
Railroad of $18,000, unless “assisting greatly at making the successful 
operation of the department” is a cash asset. Against this the men gave 
$275,223.12 for their treatment for sickness and injury. We may esti- 
mate conservatively that 40 per cent. of this, or $110,089, was expended 
for treatment of injury in the line of duty. For $18,000 the company, 
therefore, received a value of $110,089 from the association in the care 
of surgical conditions which, without the association, it would have had to 
meet itself. Again, this is not a bad investment. 


The Chesapeake & Ohio Hospital Association report for the year- 


ending June 30, 1911, shows: 


INCOME 
Pr ) card ahh et'awokis $77,354.27 
DE and awe ot oad oo e066 4% 6 362.72 
ED. 0 6. ce Fareed co aeeas 2,936.54 
$80,653.53 
EXPENSES 


Salaries, hospitals, burials, etc.. 71,356.29 


Surplus for year.......... $ 9,297.24 
ee 14,855.57 


The company furnishes, but retains title to, hospitals at Huntington 
and Clifton Forge, but the association equips and improves them. The 
company pays half ($1,800) the chief surgeon’s salary. Other salaries are 
paid by the hospita! association, except that at important points a portion 
of the surgeons’ salaries is paid by the company in consideration of the 
treatment of injured passengers, trespassers, etc. Local surgeons at small 
points are paid for services by “pass privileges” within their own state. 

The Denver & Rio Grande Railroad Hospital Association publishes 
no report. This organization is almost identical in method with the last 
named, and uses hospitals already built by the company. Its constitution, 
like that of the Northern Pacific Beneficial Association, gives it the right 
to build and own other hospitals. 

It is difficult to see what contribution, outside of the rent of hospital 
buildings and “pass privileges,” the last two companies make toward the 
association. 

The Frisco System donates annually to the hospital fund the muni- 
ficent sum of $500. 

On the following roads the company makes no discoverable contri- 
bution to the fund: 

Wabash Employees Hospital Association (report for year ending 
June 30, 1911) “erects and maintains hospitals for sick and injured.” 
“Company donates telegraph and train service.” 
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RECEIPTS 
Assessments, interest,etc. (nothing from company)... .$81,929.12 


EXPENDITURES 


Furniture, equipment, drugs, salaries, wages, supplies 
funerals, taxes, insurance, rent............+s+++++ 97,271.04 
US Bi POs vide Kc cc cencccocevevesiéitavet $15,341.92 
RNG SEE BORON 5 ono o 60 bc cog eccemesncesonda 46,335.14 
ee eee oe ee $30,993.22 


There is no evidence, from an examination of annual reports and 
rules and regulations, that the Wabash Railroad Company has made any 
material contribution to this fund. The annual report does not separate 
the cost of caring for surgical and medical cases. All surgeons’ salaries 


. appear to be paid out of the fund, and there is no company’s contribution 


“for management.” 

The Illinois Central Hospital Association (Louisville & Tennessee 
Divisions) publishes no annual statement. Its membership is 4,577 
(1910); its income (approximately), $42,000; its surplus (June 30, 
1910), $7,215. It is supported by assessments from all employees, from 
40 cents to $1 per month. The company furnishes the services of 
treasurer and auditor gratuitously. The hospital at Paducah was paid - 
for and is maintained out of the fund. All salaries, except that of the 
chief surgeon of the Illinois Central Railroad, whose duties in connec- 
tion with the association are purely diplomatic and advisory, are paid out 
of the fund. The company makes no monetary contribution. “An 
annual pass is furnished to surgeons in consideration of the agreement 
to treat, without fee, all sick employees in the surgeon’s jurisdiction until 
such time as they can be sent to the hospital.” The annual pass to 
surgeons seems to be the only contribution which the company makes to’ 
liquidate its obligation to an annual fund of approximately $42,000 
raised by employees to care for injuries and sickness. 

The relief associations of the following roads are so similar that they 
may be considered together : 

Southern Pacific R. R., Union Pacific R. R., Missouri Pacific R. R., 
Atchison, Topeka & Santa Fe R. R., Illinois Central R. R., Yazoo & 
Mississippi Valley R. R., Milwaukee Hospital Association (Chicago, 
Milwaukee & St. Paul lines west of Missouri River). These organiza- 
tions are practically identical, and their control is vested entirely in the 
companies. Financially also there is little difference, and they have the 
following points in common: no annual reports, to public or members, 
of the condition of the fund; assessments compulsory, and usually 50 
cents per man per month; all expenses, including salaries,’* hospitals, 
burials, drugs, taxes, surgeons’ bills, etc., paid out of the fund; no visible 
or cash contributions by the companies beyond transportation and tele- 
graph facilities, the services of the companies’ officers, and the guaranty 
of deficits subject to reimbursement from future contributions; local 
surgeons at small points paid for occasional services by local passes issued 
by the companies. 


15. One or two roads is said to pay a part of the salary of the chief surgeon. This 
statement is not confirmed. 
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From the foregoing rather lengthy but not unnecessary examination 
into the details of several relief funds we are now able to give intelligent 
answers to our third question —— what amounts are contributed respec- 
tively by employers and employees to these railroad relief funds? (a) The 
men make contributions ample enough to manage and support the asso- 
ciations without help from the employer, and usually enough to lay by 
a small surplus. (6) Unless employers have naively concealed their 
contributions, with the simple-minded purpose of withholding from their 
left hand a knowledge of the good deeds performed by their right, they 
have contributed little beyond stage money to those funds not based on 
release contracts.** 

4. What benefit does each actually receive from the hospital Asso- 
ciation ? 

A. The employee receives all necessary care for legitimate medical 
and surgical disability. Where no release clause is operative his assess- 
ment is small, even insignificant ; but the fund contributes nothing beyond 
hospital care to compensate for his lost wages, so that he is obliged to 
depend on outside insurance, savings, donations or indemnity to maintain 
him and his family during idleness. The fund is therefore in no sense 
complete in its relation toward the employee, and he must supplement it 
elsewhere. This deficiency is at once obvious to intelligent employees, 
and as a consequence the funds are never organized through their initia- 
tive, although an effort is frequently made to show that such is the case; 
“the railroad company is the real yolk in the association egg,” and the 
employee well knows that without the association the company would 
still be obliged to supply him with surgical care. Many employees do 
not avail themselves. of the advantages offered by the association, and 
their contributions, therefore, become involuntary donations to the fund. 

B. What does the company receive? 

These funds have invariably been organized by the companies, and 
sometimes over the protests of a large body of men. At the outset, 
membership has usually been voluntary, but as the older non-joining 
men have gradually sought other service the newer men have found it 
expedient, in fact if not in theory, to become members; so that by the 
time the organization is an integral part of the service the membership 
is complete for all men in the operating departments, and the company 
is relieved of the necessity of maintaining a double surgical system. It 
would be foolish to attribute these movements to any unselfish motives 
controlling a corporate employer. With the obvious pressure, not to say 
compulsion, which is brought to bear in their operating services by 
companies organizing associations, it must be equally obvious that some 

16. Where annual statements show that the railroads have actually financed the man- 
agement of the fund it has been for the purpose of legalizing the release contract. 
Compensation is provided for by large increases in the assessments. Where the cost of 
management is actually met by the employer the fund usually accumulates a bulky 
and unnecessary surplus invested in the company’s securities. This surplus 
approximates and often exceeds the total of the employer’s contributions and could be 
safely wiped out without loss to the men were the company’s management and the 
release clause also to suffer elimination. There would not only remain to the men 
the benefits of adequate and safe insurance against all disability; they would also 
be left in possession of their right to recovery from an employer through whose negli- 


1 
gence they might have sustained injury. Especially would this be the case if the fund 
were relieved of the charge of maintaining the company’s surgical department. 





1 
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advantage to the employer is sought which does not exist under the old 
system. These advantages are not difficult to discover, and may be 
enumerated as follows: 

(a) Elimination of a long-standing sore spot from the company’s 
expense account by payment out of the association fund of all bills for 
the care of injured employees. This, as has been shown, is accomplished 
at little cost to the company. 

(b) Amore perfectly organized surgical department ; nominally auton- 
omous, and serving thus as a buffer between the company and injured 
employees. 

(c) A more perfect sanitary service, and more complete supervision 
over the general health and moral status of the company’s servants. 

(d) Use of department surgeons at a minimum cost to the company 
in the care of injured passengers, trespassers, etc. 

(e) Trusteeship and control of a fund and property belonging to 
the men. 

(f) Privilege of controlling appointments of physicians and surgeons 
favorable to the company ; control of these by the claim and legal depart- 
ments; unrestricted access of claim agents to injured men in the com- 
panies’ hospitals and exclusion of persons unfriendly to the company ; 
confidential relations between claim and surgical departments and exclu- 
sive use of reports prepared by the latter. These advantages are all 
material to the company and place the men at a corresponding disad- 
vantage in dealing with the claim department. 

The above considerations would show that the companies are, at the 
least, abundantly relieved of any imputation of altruism in advocating 
the cause of “mutual relief.” 

5. We are now prepared to consider, finally, which party is the gainer, 
and which surrenders the most by present methods of financing and 
handling these relief funds. There can be no question that, when well 
handled, the association fulfils a very useful function toward the average 
railroad man. If he is hurt he must have a surgeon and a hospital 
promptly, and it is out of the question to ask him in this emergency to 
act for himself. The same rule hardly applies to ordinary sickness; but 
there are extraordinary occasions when the lack of organized relief results 
in great danger and privation to the sick railroader, and when the man 
who usually ignores the fund and employs his own doctor is glad to 
accept the aid of the association physician and hospital. But such occa- 
sions arise in other employments, and are in fact daily occurrences on 
the three-fifths of American roads on which there is no sick relief; and 
no one comments on the fact that the situations must be, and are, handled 
through other channels. Nevertheless, it may be conceded that where the 
sick or injured employee applies to an association for medical or surgical 
treatment he is apt to be well and impartially cared for, and to feel that 
he is getting individually a large return for his assessment. Such grateful 
beneficiaries usually ignore the fact that the company’s contribution 
is not conspicuous, and become for all time enthusiastic advocates of the 
merits of the fund, and credit the company for its beneficence. 








| 
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But admitting the primary usefulness of the association it is fair to 
question: (@) whether it is properly financed; (b) whether the fact of 
its management as a company’s department has not brought it to yield 
base and improper uses and advantages to the company not obvious in 
the constitution and by-laws; and (c) whether such funds are in line 
with the modern advance in the direction of a more equitable distribution 
of the accident load which has to be borne by commerce and industry. 

(a) If we make the fundamental concession of all modern economists 
that a railroad or other large employer of labor should make the care of 
wounded employees a matter coequal with the repair of injured machinery, 
then each road using such a fund should contribute to it annually an 
amount equal to that necessary to establish and maintain a surgical 
department, including hospitals. This amount should be exclusive of 
passes, facilities and management, which are inevitable charges against 
the service, whether managed by the company or by an association. 
Under the simple form of surgical service provided by three-fifths of the 
companies, the cost is not less than $10 per mile per year. Under the 
more widely reaching benefits to the companies secured through the 
association, and with a sinking fund charge to provide a share in the 
cost of constructing and maintaining hospitals, the contribution should 
be equivalent to at least $15 per mile per annum. For roads with a 
mileage of, say, 6,500 miles, this charge would be $80,000 to $100,000. 
To this surgical fund from the employer should be added a somewhat 
larger amount for sickness, to be raised by assessment of employees. For 
a road of 6,500 miles, employing not far from 40,000 men, an assessment 
of 30 cents per month per man would produce an annual sickness fund 
of $144,000. These two funds when united should be ample to finance 
the entire relief organization and to furnish a reasonable sinking fund. 
Should an unnecessary and unwieldy surplus develop, the proportionate 
contributions for ensuing years should be either cautiously reduced, or 
should be increased proportionately to provide for a complete scheme of 
indemnity and insurance. 

It may be safely said that at the present time no American railroad 
which operates a relief association comes anywhere near to a realization 
of this ideal, and every one of the roads mentioned in this paper is at 
least 75 per cent. short in its legitimate contribution even to the surgical 
fund. 

(b) Under the guise of management the associations and their funds 
and personnel are strained at every point to function for the companies. 
Membership in the associations is usually frankly, and always substan- 
tially obligatory for men in the dangerous services ; were this not so each 
company would be forced to maintain a dual surgical service. Where 
management is with a board of trustees the company sees to it that it 
controls a safe majority; many funds are managed directly by the com- 
pany and the men have no voice. All appointments of secretaries, super- 
intendents, chiefs and surgeons are in the companies’ hands through the 
genera] managers, and the men have no voice in appointing or removing. 
The companies use the salaried staff of the associations freely and gratu- 
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itously for inspection, sanitation, advice, testimony in court, and fre- 
quently for the treatment of injured passengers and trespassers without 
cost. The surgical staff reports promptly all cases to the companies’ 
claim departments, and these reports are expected to contain not only 
surgical details,.but also valuable information relative to the method of 
occurrence of accidents and the sources of responsibility. This same 
information is systematically withheld from claimant employees. In all 
matters where the injured employee and the company are in conflict the 
attitude of the association through its representatives, instead of being 
an impartial one, is invariably favorable to the interests of the company. 
When we make closer study of the informal, confidential and unrecorded 
operations of relief departments, in all matters relative to liability for 
negligence and compensation for injuries, the unclean trail of the com- 
panies’ claim and legal departments is everywhere in evidence. The 
unfair advantage which the companies take of the men in distributing the 
financial load of the association is equaled only by the unfair legal 
advantages taken through close association and unduly confidential and 
subservient relations of the relief association officers with the companies’ 
claim agents and attorneys. The by-laws and charters of the associations 
already give to the companies every reasonable financial and legal vantage 
ground, but these advantages are reinforced secretly and unfairly at the 
individual discretion of the companies’ claim agents and the associations’ 
surgeons and personnel, and always to the corresponding disadvantage of 
the employee. 

(c) As sociological phenomena, our railroad relief associations as 
at present constituted are anachronisms. It has been conceded by econo- 
mists for nearly a generation— and over twenty-two modern govern- 
ments have now legalized the concession — that the employer should pay 
the bill for repairing the injured workman. Under the system we are 
now discussing, the employer not only manages the fund for his own best 
legal and financial advantage, but the employee pays the bill. Further- 
more, the system is ridiculously inadequate to meet the requirements of 
modern society for the relief of workmen deprived of their earning 
capacity, and has to be supplemented by other systems equally unjust and 
inadequate. Considered sociologically, the release contract system of the 
hospital departments of the roads already briefly referred to’’ is far 
superior to these one-sided relief associations. 

When we note that the basic laws of all European states now contain 
provisions not only for payment by the employer of all the surgical 
expenses of his business, but also for suitable indemnities to employees 
for time lost through injury, we are struck with the weak injustice and 
futility of the scope and plan of these organizations, and look forward 
to the time when our states shall severally and collectively enact compre- 
hensive and far-reaching workmen’s compensation laws. With just and 
modern relief measures finally enforced by law in the United States, the 
railroad hospital association as at present constituted will disappear from 
the map. 

607 Rush Street. 
17. See Ante, p. 61, Group 3, and pp. 74 and 75. 
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THE COUNTY TUBERCULOSIS HOSPITAL 


The state of Illinois seems not disposed to construct .a state hospital 
for the care of consumptives, and as the matter now stands it appears to 
be up to the county to take up this matter, establish county hospitals in 
each of the larger counties, and arrange for district hospitals in groups 
of the smaller counties. The professional men of Lake County with a 
population of 55,000 have been conducting a hospital for several years 
with great success, and Rock Island County has, we believe, undertaken . 
this work already. The following counties with a large population: 
Adams, Champlain, Fulton, Kane, LaSalle, Mason, McCoupin, Madison, 
Peoria, St. Clair, Sangamon, Vermilion, Will and Winnebago, should 
begin at once. The officers of the Lake County institution have furnished 
us with full information regarding the organization and conduct of that 
institution, as follows. The institution has also published a small pam- 
phlet containing the by-laws, which no doubt will be furnished on appli- 
cation to Dr. Watterson of Waukegan. 


HISTORY OF THE LAKE COUNTY TUBERCULOSIS INSTITUTE 

We first started the institution to care for two tubercular patients that the 
physicians here requested me to care for. That was on July 28, 1908. By the 
end of the following August we had 18 patients. All funds to start the institu- 
tion I personally loaned, while I had a most sacrificing nurse and excellent cook 
who went into the work for practically nothinig until we got it started. For the 
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first five months I devoted my entire services for nothing. Since that I have given 
two-thirds of my time and about nine-tenths of my energy at a salary of $75 per 
month. The original investment was about $350 which was put into cots, mat- 
tresses, tents, bedding, dishes, second-hand stoves, etc. The head nurse and I 
personally paid our own way to the International Congress at Washington in the 
fall of 1908 where we obtained the latest ideas in methods as to building, etc., and 
on returning that fall we built the building shown on page 13 of the yellow book- 
let. At that time we were leasing five acres of land at $12 per month. During 
that same fall a number of the best business and professional men of this county 
organized the Lake County Tuberculosis Institute and charged a membership as 
shown in the folder enclosed. There were about 200 members obtained. About the 
same time there were a few benefits pulled off amounting in all to about $450 or 
$500 by the first of January, 1909, at which time there was a meeting at which 
temporary directors were elected and.the Beach Tent Colony, as the Sanitarium 
was known at that time, was purchased by the Lake County Tuberculosis Insti- 
tute, they giving me what I had put into tent and equipment up to that time. 
Through that winter we had from 12 to 13 patients and in the following spring 
we held a Tag Day for three institutions in this community, the net proceeds of 
which amounted to a little over $1,200 for each. A committee was appointed by 
the Board of Directors to choose a site and 15 acres of land, three miles west of 
Waukegan on Grand Avenue, was purchased for the sum of $3,200, $1,400 cash 
being paid down and a note signed by three of the Directors (the institution’s 
note not being taken by the bank as bankable at that time) was given for this 
land. Since that time we have been able to cut down this note to $1,350. We 
moved the institution to the grounds purchased, in June, 1909. Immediately, 
being on the permanent grounds, we began a more permanent series of buildings, 
made of wood, 14x14 as shown in the folder enclosed, and costing about $300; 
and furniture for same costing about $50 up to $75. We now have ten such 
cottages. We still have some tents like the one shown in the original picture, 
but we are doing away with them as fast as possible and replacing them with 
these cottages. In the fall of 1909 the late Mr. Z. G. Simmons of Kenosha made 
our institution a visit and gave us $1,000 to be put into a cement bath-house on 
condition we would raise a second one thousand dollars. Subscriptions were 
started and the business men of Waukegan soon made up, not only $1,000 more. 
but soon made up sufficient, so that we were able, by the aid of a few entertain- 
ments in the winter of 1909 and 1910, to build a $3,200 bath-house, two rooms 
of which were used for office and nurses’ quarters. Another building almost 
completed is a heated 4-room building with bath accommodating two patients 
each. This building must be used for female employes this winter, but later will 
be used for patients. The cost per capita at our institution for the year 1910 
was $1.20 per day. Our rates as you see from the booklet vary from $10 to 
$12.50 per week, or if paid by the month $40 to $50 per month. However, we 
make special rates to our indigent in this county of $1.00 per day, and by the 
way it might be of interest to you to know that the county supervisors are con- 
stantly trying to knock this. As to the help employed. We have a superintendent 
at $100 per month, head nurse at $60 per month, assistant nurse (not an R. N.) 
at $25 per month. Kitchen force: cook, $10 per week, two assistants at $5 per 
week each, orderly, $20 per month, farmer at $25 per month, while there are two 
patients who do considerable work about the grounds, to one of whom we pay $5 
per month and to the other $10. While this office is not exactly connected with 
the sanitarium yet frequently we must depend upon the sanitarium for keeping it 
up, but our work is along the line of conducting other works of the institution, 
that is, the educational, Christmas Seals, investigation of tenement houses, tuber- 
cular survey of the county, keeping up the memberships and attending to the 
details of the entire institution work. My stenographer gets $20 per month, and 
as I told you before my salary is $75. We make a special point of keeping our 
books open for investigation of a committee of our directors and we get a quar- 
terly financial report for publication. The average cost per month for operation 
is about $988.75. I think the institution lacks about $100 per month of being 
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what you might call self sustaining, but believe this will be cut down much when 

an administration building is built, and we can purchase goods in quantities and 

ean conduct other departments in a more systematic way, and perhaps make a 

uniform charge of $2.00 per day. There are some philanthropic men now planning 
to build an administration building for us. We have thus far cared for 254 cases 

at the colony. W. H. WatTreRsoN. 





ILLICIT DRUG THERAPY EXPOSED 


According to the C. R. D. A. News, Dr. A. L. Blunt, a practicing 
physician, with offices at 602 State Street, Chicago, and residence 4033 
Perry Avenue, was captured in the act of making a sale of 2 ounces of 
cocain to a woman at the coke den of George Waterman, 1812 Armour 
Avenue. Blunt is said to have made a confession which involved two 
wholesale physicians’ supply houses. He made $4 per ounce on the drugs 
sold. The News is properly gratified that the retail druggists of Chicago 
are not connected with the sale of the drug; less than 1 per cent. of the 
1,000 druggists have been engaged in it. Summary action should be 
taken to stop this disgraceful practice on the part of physicians. 





ORGANIZATION OF A NEW MEDICAL COLLEGE AND 
HOSPITAL IN CHICAGO 


The following advertisement (italics ours) which appeared in the 
columns of the Sunday Tribune of Dec. 17, 1911, is of great interest: 


Medical college and hospital being organized in Chicago on strictly legitimate line 
desires to interest 200 medical men; little or no cash required; organizer will build 
modern medical building on south side; rent free till institution is able to pay 5 per 
cent. on investment ; chance of a lifetime for physicians with a couple of hundred dollars 
to become known and famous; special inducements to teachers of ability; all cor- 
respondence strictly confidential. Address O 69, Tribune. 


A gentleman of high character informs us that he answered this 
advertisement for the purpose of uncovering the promoters and was told 
that F. A. Leusman, a graduate of the College of Physicians and Sur- 
geons, Chicago, 1889, member of the Chicago Medical Society, Illinois 
State Medical Society and American Medical Association; fellow of the 
American Academy of Medicine; and professor of surgery in the Jenner 
Medical College, was the originator of this new school, which is to be 
located at Thirty-Seventh Street and Ellis Avenue, Chicago. Twenty 
professorships are to be farmed out to gentlemen willing to pay from 
$100 to $400 to finish the schcol; their old building is to be remodeled 
for a hospital, and a new college building is to be erected ; the money for 
this it is alleged will be donated by some rich party. Our informer was 
told that sixteen of the twenty professorships had been taken. Gentlemen 
with money desirous of becoming famous will no doubt complete the list 
and another commercial enterprise will be ready for business by the begin- 
ning of the next college year. Should this be a success we may look for 
other enterprises of this sort in the near future. As this school does not 
appear to have a name we suggest to the promoter that it be called the 
Neurodynamic Medical College. 




















JAN., 1912 EDITORIALS 85 


WORK OF THE COUNCIL ON PHARMACY AND CHEMISTRY 


Some six years ago appeared a report which showed that certain 
preparations heralded as new chemical compounds of home production 
were simple acetanilid mixtures. This was the first report of the Council 
on Pharmacy and Chemistry of the American Medical Association, which 
startled the physicians of the United States and more than shocked the 
proprietors of the preparations considered in the report by its blunt 
statement of the facts. 

Since then the proprietary interests have received many a shock, and 
the physician gradually came to realize that in the medicine business 
conditions had been in a most unsatisfactory condition. Gradually, how- 
ever, conditions have become tolerable, or at least the facts regarding the 
many proprietaries have been made available. Through the simple expe- 
dient of fearlessly publishing facts, the Council has corrected conditions, 
some of which were not. known to exist, while others were so fixed that 
it was thought they could not be altered. 

The proprietary remedies on the market having all been examined 
and assigned to their proper places, the output of new articles which the 
Council must take up was sufficiently limited so that it was found a few 
years ago that it could broaden its field of work. This was done by taking 
up the host of little-used drugs which are freely sold by every dealer in 
drugs but in which not sufficient interest is taken to guarantee their 
quality. This line of investigation has done much to convince physicians 
that they should stick to the well-known and widely-used remedies unless 
they have full assurances that the little-used drug is of good grade and 
of positive therapeutic value. 

More recently the Council has determined to study the effects of 
patents and trademarks on medicine. Its first reports indicate that 
through tolerance certain abuses in relation to patents have become estab- 
lished which are in urgent need of correction. Thus it is shown that 
through a misuse of the law, many products have enjoyed patent protec- 
tion long after the patent had expired. Also that certain products have 
been granted patent protection which are not so protected in any other 
country — not even in the land of their origin. Protection, secured 
where none is deserved, can be but a hindrance to progress in medicine, 
and hence it is to be hoped that the simple educational program which 
is proposed will have the desired results. 

Now the Council proposes (The Journal A. M. A., Dec. 9, 1911, 
p. 1930) to attack the fundamental cause of the proprietary medicine 
evil, namely, the insufficient training in materia medica and therapeutics 
which our medical students receive. As a first step the Council proposes 
that the number of drugs which are to be treated in such a course shall 
be restricted to the really important drugs, which then may be studied 
thoroughly. As the Council is using great care in the compilation of this 
list, it is to be hoped that, when finally prepared, it may be adopted by all 
schools and by all examining boards. 
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AN OLD PHOTOGRAPH 


By the kindness of Dr. J. Palmer Matthews, of Carlinville, worthy 
son of one of the honored Presidents of the State Society, and himself 
active in local society work for a number of years, we have come into 
possession of a photograph of the members of the State Society taken 
May 17, 1871. On turning to the Transactions of that year, we find the 
following interesting reference to the excursion during which the photo- 
graph was taken: 

“On motion of Professor E. L. Holmes, the society adjourned: to meet 
at 4 o’clock, p.m. In the afternoon, an excursion by rail was taken to 
Prospect Hill. Owing to the late railway war, and the blocking up of 
the track, the train did not leave until nearly 4 o’clock, though the time 
announced for its departure was 2 o’clock. The Committee of Arrange- 
ments did all they could to hurry the departure, but could not control 
the matter, and are not to blame for the delay. Though the members 
were compelled to wait for a time at the foot of Hamilton Street, they 
took the matter good naturedly. 

“The number of citizens accompanying the excursion was limited. 
The train stopped at the residence of R. M. Cole, Esq., where three fine 
photographs were taken of the society. This also consumed time, and 
the stay at Prospect Hill was necessarily very short. It gave the society, 
however, an opportunity of obtaining a fine view of the country from 
the hill, and many were the exclamations of pleasure at the prospect 
presented.” 

Of'all of those present at the meeting of 1871, we find only the names 
of Drs. T. J. Pitner, of Jacksonville, and C. C. Hunt of Dixon, among 


. the living. The number of physicians and laymen in the photograph 


shows 131 gentlemen, three members of the band, five ladies and one 
infant. One of the ladies had hoisted a parasol in such a way as to 
absolutely hide the face of the gentleman behind her, and the only part 
of this individual visible is his derby hat, which appears to be suspended 
either on the parasol or in the branches of a neighboring tree. 

This was the long whiskered era of the society, and almost without 
exception the learned A®sculapians appeared with a full set of whiskers, 
remarkable in length. Among the few clean faces is that of Dr. N. S. 
Davis, whose classic countenance, as long as we knew him, was always 
wreathed in a set of Galways. Near him sits Dr. Hosmer A. Johnson. 
his constant companion and friend, and Dr. John H. Hollister, then and 
for many years treasurer of the State Society, and Dr. David Prince, of 
Jacksonville. 

Although we have been familiar with the members of the state 
organization for many years, these are the only faces in the photograph 
recognized by us. Unfortunately the group is so large that it would be 
impossible to make a cut of the photograph for the columns of THE 
JouRNAL, but it will be placed on exhibition at the Springfield meeting, 
where it is hoped other faces may be identified, and a key to the photo- 
graph arranged before it is forever too late. 





» 
_ 
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In 1875 at the Jacksonville meeting another photograph of. the 
members was taken, and this, reduced, appears in the Transactions of that 
year. Unfortunately, the faces are so small in the copy that it is almost 
impossible to make out the features, and for this reason the Peoria 
photograph, four years older, must be considered as much more valuable, 
even though it may not be reproduced on the printed page. 





DR. H. W. WILEY 


To those patriots, such as the editors of The Modern Miller of St. 
Louis, The Rocky Mountain Druggist of Denver, and others whose criti- - 
cisms have been sent us recently from a New York City address, we 
commend the following resolutions, which were adopted by the Medical 
Society of the District of Columbia, Oct. 11, 1911: 

“While in common with many other scientific bodies, and with the 
American people in general, we, the members of the Medical Society of 
the District of Columbia, have been deeply interested in the recent inves- 
tigation of the work of Dr. Harvey W. Wiley, Chief of the Bureau of 
Chemistry in the Department of Agriculture, in his efforts to secure the 
enforcement of the Pure Food Regulations, etc., and while Dr. Wiley is 
personally known to many of us as ‘a man resolved and steady to his 
trust, inflexible to ill, and obstinately just’; therefore, 

“Resolved, 1. That we heartily rejoice that Dr. Wiley has been com- 
pletely exonerated from any alleged wrong-doing, and that his methods 
and principles have been fully vindicated ; 

“2. That we extend to Dr. Wiley our sincere congratulations, and 

“3. That we beg to present to the President of the United States our 
grateful and humble commendation for the justice, wisdom and impar- 
tiality displayed in his settlement of the dispute, a commendation which 
we believe is enthusiastically shared by the entire American people. 

“(Signed ) A. F. A. Kine, 

“THomas N. McLavcHiin, 
“GrorceE M. Koser.” 


The following replies were received by the corresponding secretary : 
“THe Wuirte Hovse, 
“WasuineTon, D. C., Oct. 21, 1911. 
“My Dear Sir: 

“Your letter of the 20th instant transmitting a copy of the resolutions 
passed by the Medical Society of the District of Columbia commendatory 
of the President’s action in the Wiley case has been received and I will 
have pleasure in forwarding it to the’ President, in whose behalf permit 
me to thank you for your courtesy in the matter. 

“Very truly yours, (Signed) Rupo.pH Forster.” 


“Cosmos CLUB, 
‘Dear Dr. Smith: “Wasnineton, D. C., Oct. 21, 1911. 


“I am just in receipt of your note of the 20th instant transmitting to 
me the resolutions passed by the Medical Society of the District of Colum- 
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bia congratulating me on my vindication from the charges which had 
been made against me in the Department of Agriculture. I need not 
assure you that among all the congratulatory messages that I have received 
none is more appreciated than this action of my medical brethren in this 
city. The saying that ‘a prophet is not without honor save in his own 
country’ does not hold here. Being personally acquainted with large 
numbers of the members of the Society makes this mark of confidence 
all the more grateful. 

“T beg to thank you and, through you, the Society for this mark of 
their cordial esteem. I am faithfully, 

“(Signed) H. W. Wiiry.” 





HOTEL ACCOMMODATIONS AT SPRINGFIELD 


Some months ago we made particular mention of the New Leland 
Hotel, which will be the headquarters for the next meeting of the State 
Society. We did not of course intend to give the impression that the 
Leland Hotel is the only first-class hotel in the city. On the contrary, 
we are pleased to state it is only one of the number of the excellent 
hostelries prepared to give comfortable housing to any number of members 
who attend the meeting. The names of the principle hotels with the 
number of beds in each, are the New Leland and Annex, 235; the St. 
Nicholas and Annex and the Hotel Silas, under one management, 400; 
Tilinois, 250; Windsor, 50; Collins House, 100; Southern, 75; a total 
of 1,100. 

Springfield during the meeting of the State Fair accommodates from 
8,000 to 10,000 visitors, and could, without difficulty, take care of every 
one of the 5,500 niembers of the State Society. 

A cordial invitation will be extended to every member of the organiza- 
tion to be present during the entire meeting of the society, and it is 
believed that the attendance will be of a record breaking character. 





COMPLIMENTARY BANQUET TO DR. O. B. WILL 
The Peoria City Medical Society will give a complimentary banquet 
to Dr. O. B. Will, Tuesday evening, Jan., 23, 1912, at the Creve Cceur 
Club. Invitation is extended to the profession to participate in the meet- 
ing. Those desiring to attend should send $3 to Dr. C. U. Collins, 427 
Jefferson Building, Peoria, Ill., for tickets of admission. 





REMUNERATION OF THE PHYSICIAN IN THE 
EIGHTEENTH CENTURY 


“The physician had not then become the priest and natural confessor 
of the American household, as he is to-day; but he was of great impor- 
tance in the social system. His education through books was scanty, 
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judged by modern standards, while a large knowledge of humankind 
drawn from direct observation served to bring him into close accord with 
his patients. Apothecaries were hardly known outside of the large towns; 
for the doctors’ saddlebags carried the simple pharmacy to the remotest 
hut. Cheerfully those public servants toiled over the hardest roads, in 
every season and in all weather, to attend rich and poor alike ; the country 
doctor could not choose his patients if he would. A rigid standard of 
custom gave his services to all who needed them, fees being hardly con- 
sidered when anyone needed medical attendance. 

- “The fees were very modest. Even in Boston, prior to 1782, the ordi- 
nary visit was charged at 1 shilling 6 pence to 2 shillings. . Half a dollar 
was only charged ‘such as were in high life.’ In that year a club of the 
leading physicians fixed the common fee at 50 cents, in consultation 
at $1. Night visits were doubled; midwifery was at $8; capital oper- 
ations in surgery, at $5 lawful money; medicines were charged at very 
high prices, comparatively.”—-Weeden: Economic and Social History 
of New England, 1620-1789, Vol. ii, page 863. 





Correspondence 
CIVIL SERVICE VS. THE CONSTITUTION 


Prorra, Itu., Dec. 20, 1911. 

To the Editor: Anent the discussion of the retirement of the present 
incumbents of the Illinois State Board of Health, :permit me to make a 
few references to the point at issue. The question has been raised, Is 
the man-Egan made a permanent fixture by the civil service act recently 
enacted? The answer is No, most clear and decided, as you will perceive 
by referring to the Illinois constitution of 1870, under which all present 
laws operate. Article IV under title of Legislative Department and again 
under Miscellaneous Subjects, paragraph 28, states: No law shall be 
passed which shall operate to extend the term of any public officer after 
his election or appointment. 

This will settle the point very readily and enable action to be taken 
that should bring about a definite settlement of the new proposed state 
board of health. Free use of this information disseminated in vour edi- 
torials will satisfy many seekers after such knowledge. 


Very respectfully yours, 0. V. Berry. 


Evanston, Ixz., Dec. 28, 1911. 


To the Editor: In reply to the question which you sent to me last 
week, with a copy of a letter from 0. V. Berry, I now make the follow- 
ing reply: 

First: I have not found your question directly answered in any case, 
so far as I have been able to investigate. 
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Secondly: By implication I find it answered many times, and always 
the same way. Thus, Meechem, Public Officers, 389, says: 

“So in the absence of such constitutional prohibitions the legislature 
may change the length of the term, even after the election or appointment, 
though it is held that such a change will not be deemed to affect the 
term of the present incumbent in the absence of a clearly expressed inten- 
tion so to do.”—Farrell v. Pingree, 16 Pac. Rep. 843. 

Throop, also, Public Officers, 19, uses similar language. In our own 
supreme court we find a similar statement. In People v. Loeffler, 175 
Ill. 585, the court says that an office created by statute is wholly within 
control of the legislature, and unless forbidden by the constitution the 
length of term and the mode of appointment may be altered by the legis- 
lature at pleasure. I have not noticed that our court has taken official 
notice that there is such a limitation as to changing the term of office after 
appointment, except in People v. Lippincott, 67 Ill. 333, soon after the 
present constitution was adopted, and therein I found no reference to 
Art. IV, Sec. 28, but only to the temporary provisions of the schedule. 
In People v. Loeffler, cited above, we are told that the definition of an 
officer, as found in Art. V, Sec. 24, of the constitution, refers to state 
officers only by strict interpretation. This section says: 

“An office is a public position created by the constitution or law, con- 
tinuing during the pleasure of the appointing power, or for a fixed time, 
with a successor elected or appointed.” 

Chapter 126a of the Revised Statutes, Sec. 1, provides for the appoint- 
ment of members of a state board of health, by the governor, by and with 
the advice and consent of the senate. It provides that the term of office 
shall be seven years for each member, except those first appointed. This 
term therefore is definitely fixed by the statute. Section 10 provides that 
the board shall meet in January and July of each year, and that the 
meeting in January shall be in Springfield. That a majority shall consti- 
tute a quorum. That they shall choose one of their number to be presi- 
dent. By context, and by implication, but not expressly stated, we are 
to infer that this choice shall be made at the January meeting, and for 
one year. With the change of one member at the beginning of the year 
a new board would be formed, and the new member has the legal right to 
a share in the election, according to the common law. 

Sec. 11 of this same chapter, 126a, provides: “They shall elect a 
secretary . . . and by this act he shall receive a salary which shall 
be fixed by the board. The other members of the board shall 
receive no compensation.” This section does not definitely state the term 
of the office of secretary, but by implication this should be understood 
as for one year, or until the next annual election. This has been the 
practice of the board. By annually holding an election, and by consent- 
ing annually to be elected, the present incumbent has acquiesced in that 
interpretation, and he may therefore be estopped now, for his own advan- 
tage, from claiming that his election was for more than one year. 

The expression in Sec. 11, “The other members of the board,” clearly 
implies that the secretary must be a member of the board. That being 
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so, he could not be lawfully elected secretary for a term exceeding his 
term as a member of the board. The term of office as a member of the 
board expired for Dr. Egan, the present acting secretary, Dec. 31, 1907. 
There is no provision in the statutes that the term of office of a member 
of the board shall extend beyond the period for which he is appointed. 
The general rule is well stated by Meechem, Public Officers, 396: “Upon 
the expiration of the officer’s term, unless he is authorized by law to hold 
over, his rights, duties and authority as a public officer must, ipso facto, 
cease” (citing Badger v. U. S., 93 U. 8S. 599, and People v. Tieman, 
30 Barb. 193). 

As a member of the board therefore Dr. Egan is de facto, not de jure. 
The law could not grant to him as a de facto officer that which he could 
not have as a lawful holder of the position. 

Article IV of the constitution of 1870, Sec. 28, distinctly states: 
“No law shall be passed which shall operate to extend the term of any 
public officer after his election or appointment.” There can be no ques- 
tion as to this prohibition. The definition of an officer, cited above from 
the constitution, comes after this section, and clearly applies to this 
section. The supreme court says that this refers to state officers. - The 

‘statute providing for the board makes the provision for the appointment, 
and for the appointment of a successor. If the term is not fixed by the 
statute, it is left for the board to decide, so that he holds his office at the 
pleasure of the appointing power. Therefore the office of secretary of the 
state board of health is a public office, within the meaning of the defini- 
tion in Art. V, Sec. 24, of the constitution. Therefore it is not within 
the power of the legislature to extend this term, beyond the time for 
which the present incumbent was appointed. Therefore the new civil 
service code cannot extend the present term of Dr. Egan as secretary of 
the state board. " 

As I have previously told you, this fact does not remove Dr. Egan. 
He has no legal title to the office, but he is there; just as “they can’t put 
you in jail for that,” “but I’m here.” The points in law are worthless 
unless they are used. There is only one way to make them effective. 
That is by information in the nature of quo warranto. 


Henry B. HeMeNwAY. 





SOME OF THE APPARENT REASONS WHY ILLEGAL 
PRACTITIONERS AND QUACKERY 
FLOURISH IN ILLINOIS 


EFFINGHAM, ILL., Dec. 18, 1911. 

To the Editor: The more one studies and investigates the quack 
situation in Illinois, the more interesting it becomes, and the more one 
is forced to look on Illinois as being a “plague spot” of illegal practice 
and quackery, as well as “one of the plague spots of this country in 
medical education, medical examination and medical licensure,” to quote 
from a resolution passed by the Southern Illinois Medical Association 
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in 1909. If the profession but appreciated that this state is as rotten in 
the matter of illegal practice and quackery as it is, I am sure reso- 
lutions would be going up from every county and.district society within 
the state. 

The physicians of this state have become tolerant and indifferent; one 
physician wrote me recently: “In fact I have found all this reporting of 
cases so unsatisfactory that I have given up in disgust.” I am led to 
believe by letters I have received from nearly all over the state that too 
many physicians have “given up in disgust,” for the same reason. 

I received a letter a few days ago in which the writer relates the 
following conversation had wiih an illegal practitioner, by the name of 
George W. R., while on a train: “On Monday, December 4, I met George 
W. R. on the train; he told me he had been to Neoga. He said it was 
his second visit there, and said he had a strange case —a fellow had 
taken a very hot bath, then a cold one, and he suddenly became blind 
and deaf. He said.he was called to see another patient there, and this 
man hearing he was in town sent for him. He responded; looked him 
over and gave him a miaed treatment of massage-osteopathy and sug- 
gestion. He further said that during his conversation with this patient 
he learned that he wanted to go to see ‘Billy’ Smith of St. Elmo; he 
advised that the patient do so then, which he did, but on this day — 
December 4—he had George W. R.” (illegal practitioner of massage- 
osteopathy and suggestion, to use his own words) “come to see him again. 
The patient said,” so the said George W. R. told my physician friend. 
“that he had been to see Smith and that he got just the same treatment 
that George W. R. had given him, only that he liked the latter’s treat- 
ment better. Then I asked him” (said the physician in his letter to me) 
“what sort of arrangement he had with the secretary of the State Board 
of Health that would allow him to practice in this way. The illegal 
practitioner said: ‘None; you know the law and you ought to know 
I have no right to practice; but as long as I am not called down, I am 
going to continue.’ ” 

No one knows better than this class of fellows that they have no 
legal right to practice in Illinois. I know that Dr. Egan has been 
written to concerning the practice of this man, too. Here we learn again 
that “Faith Healer” Smith of St. Elmo is using material means, but 
to quote Dr. Egan in part, in a letter to a physician recently, wherein 
the latter had reported an instance of rubbing and pinching the knee in 
his (Smith’s) treatment, Dr. Egan says: “And will repeat that so long 
as he [Smith] confines his treatment to mental means, the State Board 
of Health can take no action against him; it is only when he uses a 
material remedy, when the Board is empowered to act. In this connec- 
tion I will say, referring to the patient there at , it is 








questionable whether the ‘pinching’ of the knee, which might be claimed 
to he for diagnostic purposes, would constitute a treatment. Here you 
must bear in mind that a diagnosis of a disease is not a violation of 
the law.” 
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Dr. Egan also insisted to me a few weeks ago in a personal conver- 
sation that Smith of St. Elmo would be able to show that the rubbing 
he did was done in his effort to make a diagnosis. Ridiculous nonsense ! 
What right have such non-medical men to exist as diagnosticians? If 
this is the best excuse that can be made for their existence, I will leave 
it to the profession to decide how flimsy it is. Men of this type are not 
known as diagnosticians; the people themselves do not so understand 
them. They are known essentially as “treaters” and the “treatment” 
which makes each particular one of them known to the public is what 
people visit them for. 

On Oct. 21, 1911, Dr. Egan wrote me in part as follows: “If 
Prichard is treating a great many cases in the neighborhood. of Chrisman, 
it seems strange the State Board of Health has not heard of it, for 
physicians in Edgar County have notified the State Board of Health of 
violations of the law, and there is a very energetic state’s attorney in that 
county who will promptly prosecute Prichard or any one else. I am 
afraid we have again a case of ‘street gossip.’ ” 

I was very glad indeed to receive this intelligence from Dr. Egan, 
which seemed assuring that Illinois had at least one clean spot — one 
county happily free from illegal practitioners and quackery, but imagine 
my sore disappointment on receiving the following letters from promi- 
ment physicians in Paris, the county seat of Edgar County (of which 
county Dr. Egan had written me so assuringly). 

The first is as follows: “I am intensely interested in your contribution 
to the December ILLInoIs Mepicat JouRNAL. However, some of the 
statements need comment, especially in regard to the Edgar County 
portions. 

“That our Edgar County physicians have been active in attempting 
to weed out irregular practitioners, is true. But that our state’s attorney 
shows any inclination to be ‘energetic’ in a prosecution of any one any 
time, is a joke. In one instance, at least, overwhelming proofs concerning 
a case of this nature were brought to him, but were ignored. If he has 
prosecuted a single case of this nature, I have yet to be informed. Per- 
sonally he is a gentleman, but like all others in his position, doubtless 
interprets any action on our part as mere jealousy and fails to act. So 
that the gentleman who informed you thus has another think coming. 
Edgar County is, and has been for many years, a hotbed of quackery. 

“To repeat, we have been energetic in our attempts but have accom- 
plished nothing. Long ago we saw the futility of calling to our assistance 
any red. tape authorities. It seems to be a difficult proposition to 
convince those who apparently have no desire to be enlightened. I recall 
several instances where every barrier was placed in the path of the appli- 
cant for medical license, although the men tried to enter by the front 
way — whereas the irregulars and quacks rake in the shillings and kill 
the people unchallenged. It is claimed that a very high percentage of 
‘Skinem’ Smith’s victims come from this county, though at present we 
also boast of a real healer who has been brought here, I understand, by 
the so-called ‘Boosters’ of Paris. 
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“To classify our wealth of quackery for the past few years would be 
impossible. There are so many of these scoundrels, that it is not strange 
we have never heard of this ‘Prichard.’ Some of our physicians may 
know him. Certain ‘traveling physicians’ come regularly to the hotels. 
Some treat diseases for the poor ‘gratis.’ Many of these may be licensed. 
But many are not. One man, ‘Lewis,’ became a very popular cancer 
doctor in the neighborhood of Chrisman and Ridgefarm. But he decided 
to enter other fields. Before leaving Paris, this ignoramus offered me 
his ‘formula’ for $1,000. Another gentleman, hailing from Danville, 
north of here, offered me sole rights for Edgar County for a never-fail 
pile cure, for $100. I note that this is being pushed on the laity as a 
patent nostrum. We have seen many of those persons returning from 
St. Elmo. Just at present we are trying ridicule; it is all we can do, 
but of course very ineffective.” 

The second, in part, is as follows: “As you no doubt know, hundreds 
of our citizens have visited your St. Elmo fraud, and one of our enter- 
prising hotel men recently imported a healer from Indiana who has made 
two two-day stands here and treated about 400 people. Some three years 
ago the physicians here tried to start proceedings against one of our 
osteopaths for using hypodermic medication. The most that Egan would 
do was to authorize our state’s attorney to prosecute— which really 
amounted to very little, as he already had the authority by virtue of his 
office. Our state’s attorney is a nice fellow who likes to be popular with 
everybody, and he is a better promiser than performer: However, the 
osteopath took fright and decamped. 

“The Indiana ‘magnetic healer’ I have mentioned is not registered 
with our county clerk. He dispenses healing by the ‘laying on of hands’ 
(probably doped with vaselin and capsicum). He offered to treat one 
cancer patient with a plaster. He is said to be a graduate in osteopathy, 
but does not pose as such. I can furnish you dozens of names of people 
he has treated if you want them. Our state’s attorney has never pros- 
ecuted a case of illegal practice to my knowledge, and Egan’s assurance 
of his activity is bosh.” 

A third letter from Paris, in part, has the following to say: “I do 
not know that he [Prichard] was ever reported to Dr. Egan, but I do 
know that Dr. and Dr. reported Dr. Davis, an osteopath, 
who was doing illegal practice. They had convicting evidence against 
this man Davis, and Dr. Egan answered saying that he would notify the 
state’s attorney and have him prosecuted. Dr. Davis was using medicines 
hypodermically, internally and externally. Nothing more was heard 
from either Dr. Egan or the state’s attorney, and feeling that the pro- 
fession had no support, the matter was dropped.” 

Here again I will leave it to the profession of the state to decide for 
themselves, how free from illegal practitioners and quackery Edgar 
County must be and how energetically the state’s attorney referred to 
above by Dr. Egan, “will promptly prosecute Prichard or any one else.” 
Is it surprising that physicians all over the state have “given up in 
disgust” ? 
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I will cite one more instance which might tend to show why illegal 
practitioners.and quackery flourish in this state: It was probably about 
the last of the year 1905 or the beginning of 1906, when a physician, 
whom we will call Dr. A., dropped into Effingham with considerable 
flutter. He was not registered in the state. However, he did some family 
practice, hunted up a few cases of hemorrhoids, contracting them into 
treatment in the typical quack manner, did a little abdominal surgery, 
in fact, nothing was too great a task for him, nor too responsible if the 
money was in sight. He soon incurred the enmity of one of our physi- 
cians, who took the matter up with Dr. Egan, and finally on May 15, 
1906, a summons was ordered for Dr. A., returnable May 29, at 10 a. m. 
The summons was served, and Dr. A. appeared in the justice court as 
ordered. 

The record of the court in the case in part is as follows: “May 29, 
1906, 10 a. m. comes Dr. A.; waives trial by jury and enters plea of 
guilty, whereupon it is ordered that said defendant make his fine unto 
the people of the state of Illinois for the use of the State Board of 
Health in the sum of $100 and pay the costs of this proceeding, and in 
default of same, that he be committed to jail.” 

Immediately Dr. A. called on another physician whom we will call 
Dr. B. The following information was all given me by Dr. B. and is 
as follows: Dr. A. asked Dr. B. for a loan of $10, telling him that he 
had just been fined $100 and that he had no money, and that he must 
see Dr. Egan at Springfield about the matter (so Dr. B. informed me). 
The report to me further is that on Dr. A.’s return from Springfield 
(where he told Dr. B. he had been, so the latter informed me), he 
informed Dr. B. that if he could control the physician in Effingham who 
had crowded Dr. Egan into the suit against him, and whom we will now 
know as Dr. C., that he (Dr. A.) had things fixed at Springfield for $50 
in such a way that he would not have to pay his fine, and that he could 
continue his practice at this place. 

Dr. B.’s information is to me that he (Dr. B.) had a talk with Dr. C., 
who had urged the suit into existence, and that the latter informed him 
that as Jong as Dr. A., the unlicensed physician, would keep out of his way 
and let him and his patients alone, that for the time being at least, he 
would not interfere further. 

Dr. B. informed me further as follows: that when he thus informed 
Dr. A., the latter in the meantime having collected $30, then borrowed 
$20 from a business firm, and he then told Dr. B. (so the latter told me) 
that he was sending the $50 to the fellows at Springfield (not mentioning 
any particular name at the time) which he said (according to Dr. B.’s 
report to me) would allow him to stay in this community without paying 
his fine, as long as Dr. C. would not further urge the matter. 

Dr. B. informed me that this man remained in this territory for three 
of four months longer. On looking up the records of the trial (also the 
state’s attorney’s reports till well up into 1907), I find no mention of 
any part of the fine or costs ever having been paid, nor was any jail 
sentence ever served. 
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I do not know at what time in 1906 Dr. A. left this community, but 
on going to one of our business firms here, where I had understood credit 
had been extended to him, they looked up their credit account with Dr. A. 
and found that the last purchase charged to his account was on Aug. 28, 
1906. This firm does not know how soon after August 28 Dr. A. left, 
but I am inclined to think it was shortly afterward, as from the reports 
which have reached me many times, the time finally came when he could 
not obtain further credit, and when his creditors were after him so closely 
that he found it necessary to make a hastly retreat to greener fields. 

Dr. A. did not tell Dr. B. that he was sending the $50 to Dr. Egan; 
neither do I say so; but he did tell him in the first place, when he bor- 
rowed the $10 from Dr. B. (so the latter informed me) that he must go 
to Springfield to see Dr. Egan about this matter. On his return (from 
wherever he went) Dr. B. informed me that he (Dr. A.) told him that 
he had things fixed at Springfield if Dr. C. could be induced to drop the 
fight and when this was done by Dr. B., then Dr. A. (so Dr. B. further 
informed me) told Dr. B. he had collected $30 and was going down town 
to borrow $20 more. Dr. A. then told Dr. B. (so the latter informed me) 
that he was sending the $50 to the fellows at Springfield, which was for 
the purpose of allowing him to continue his work at this place, without 
paying his fine, and without further prosecution, if Dr. C. did not urge 
the matter. 

Now I am not saying that Dr. A. was ever granted this apparent 
immunity by Dr. Egan, nor by any one else, nor that Dr. Egan ever 
received the $50 which Dr. A. said (according to Dr. B.) that he was 
sending to the fellows at Springfield, nor in fact that Dr. Egan ever saw 
or corresponded with Dr. A., but I do say that there is no record in the 
justice’s court where the trial was had, nor any in the state’s attorney’s 
reports up into 1907, to show that any part of this $100 fine was ever 
paid, nor the costs as well, nor was he ever committed to jail in default 
of same. He continued to practice in this community for at least another 
three months, and as far as I have been able to find out, without further 
interference by the Board, finally, it seems, having been forced to leave 
by his creditors, or because of lack of further credit. 

From the correspondence I have had with physicians in various parts 
of the state, I am led to believe that prosecutions by the State Board of 
Health for violation of the medical practice act, have been relatively very 
few in the last ten years, especially outside of Chicago, notwithstanding 
the fact that the state is full of all classes of violators of the law. There 
seem to be a very large number of so-called cancer doctors and it is 
needless to say that very few, if anyeof them, have any medical education 
- at all. They are rank and open violators of the medical practice act, 
and I am very sure that their applications of plasters, ointments, etc., 
cannot be construed as an “effort to make a diagnosis ;” yet I have not 
been able to find where one of them has been prosecuted outside of 
Chicago, yet I am not assuming that such has not been done. 

On Oct. 21, 1911, Dr. Egan wrote concerning the cancer quack in 
part as follows: “But the itinerant cancer specialist is everywhere. He 
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flits from state to state, county to county and town to town. He is here 
to-day and somewhere else to-morrow.” From what I have been able 
to learn thus far, ours have quit “flitting ;” when it ean be shown that 
such men as these have been practicing steadily in one neighborhood for 
several vears, it would not appear, as Dr. Egan states above, that “he is 
here to-day and somewhere else to-morrow.” It would appear that he 
had “lit” to stay. 

It is true that under our present law many are practicing within the 
state so restrictedly that it would be a very difficult matter to convict 
then; but the larger part of the violators of the medical practice act are 
violating it openly and boldly and many have been doing so for years 
within the same neighborhood. I know one cancer quack who has been 
treating patients within the same neighborhood for six or eight years; 
Dr. Egan was notified of this fact almost if not quite five years ago, 
according to the statements two physicians have made to me, who reported 
this man themselves. The man has never been prosecuted, has apparently 
been openly violating the law continuously ever since he began, has prac- 
ticed within the same limited territory all of this time, is still doing so, 
and no prosecution has ever been filed against him. 

I am going to take this means of asking either the president or secre- 
tary of each of the county medical societies in the state to write me first, 
as to the illegal practitioners and quacks at work within their county ; 
second, what if any violators of the medical practice act have ever been 
prosecuted within your respective county within the last ten years; third. 
whether or not any violators of this law have been reported to Dr. Egan 
in your county within the last ten years. This is a matter in which the 
profession of the state should be very much interested, especially the 
organized element of it. If illegal practitioners are at work Dr. Egan 
should be notified of that fact; then if nothing is done, the question 
which appears in the minds of all of us is, Way? 

F. BoucKMasTER. 





MORAL AND ETHICAL EFFECTS OF THE DISPENSING 
DOCTOR 


To the Editor: 1 wish to discuss the paper on “The Moral and Ethical 
Effects of the Dispensing Doctor,” by Dr. I. C. Walker of Williamson 
County, which appears on page 736, December JouRNAL. 

I am not surprised that the doctor does not know just what the 
M.D. degree covers.. I see by the American Medical Directory that Dr. 
Walker is a graduate from St. Louis College of Physicians and Surgeons, 
of which, under “News of the State,” the December JouRNAL says: “The 
notorious College of Physicians and Surgeons of St. Louis is extinct.” 

My physician’s certificate authorizes me to practice medicine in the 
state of Illinois. It does not say write prescriptions and let the druggist 
practice medicine. In my judgment a physician who is not competent 
to dispense is not competent to write prescriptions. Drugs are a part of 
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our working tools, by the use of which we alleviate pain and combat 
disease. According to Dr. Walker’s idea, if I should get a call to a case 
of poisoning 10 miles from a drug store I would be compelled by ethics, 
morals or law to write a prescription, give it to a member of the family, 
and return home. The party would get out his horse and take a hike for 
the drug store. The chances are that the undertaker would get a call to 
come out before the party reached the drug store. Dr. Walker might 
think this is a different proposition but it is not. If a doctor is allowed 
to administer drugs in an emergency when all are excited and nervous, 
where a mistake might be made on account of the confusion, could he 
not be allowed to leave medicines for a patient where all was quiet and 
he could take time and be sure he administered what he intended to? 

And when a patient came to his office could he not go to his shelves, 
which he keeps stocked with fresh drugs, the best he can buy, because his 
success depends on the action and results he gets from his drugs? Not 
so with the druggist: his success depends on the profit he gets out of 
his drugs. 

Every dispensing physician carries everything needed for emergencies. 
He keeps posted on all kinds of medication. If he does not have exactly 
what some chronic case needs he can get it inside of twenty-four hours. 
I find that druggists do not carry everything in the drug line. If they 
do not have what your prescription calls for they will either substitute 
or call up the doctor and he will change the prescription to conform with 
the druggist’s stock, which would be lawful for him to do but unlawful 
for the dispensing doctor to substitute from his own shelves. 

How many druggists make their fluid extracts, tinctures and pills? 
We doctors can buy them where they do and we know just how much and 
what we will expect to use in the next few weeks and thereby we can avoid 
having a lot of old stock on hand. Probably this is why Dr. Walker 
thinks the doctor has a very inadequate little stock. 

Can we not count out pills and tablets as accurately as a registered 
pharmacist? ‘The retail druggist gets his elixirs, pills and tablets from 
the same pharmacist as does the dispensing doctor. 

If I give a patient medicine and he thinks he needs more he will 
return and if I think he needs a change I will make the change. If he 
thinks his neighbor is suffering from the same trouble he is, he will send 
him to me instead of giving him his bottle to have filled at the drug store 
without my knowledge or permission. 

Our druggist will do anything from counter prescribing and guaran- 
teeing any old kind of patent medicine to attending obstetrics, should he 
get the chance. His clerk had the nerve to call me up on the ’phone to 
ask me what he should give a party who called for something to kill lice. 

I was called to see a case only a few days ago; the patient had worked 
in the drug store a little while and as he just had a little stomachache he 
thought he would have the druggist fix him a dose. The druggist fixed 
up 6 ounces of dope which contained whisky, pepper, ginger, syrup and 
several other ingredients but no water. The boy drank it and started 
home. He got into the house and fell to the floor suffering intense pain 


























JAN., 1912 CORRESPONDENCE 99 


and lapsed into unconsciousness and did not know when his folks tele- 
phoned for me, although he was lying under the ’phone. I found him 
in a profuse sweat, pulse very weak, and semiconscious. I did not stop 
to write a prescription but gave an emetic and an enema, got the dope 
out of him and in a few hours he was all right. 

When a druggist does that kind of business I do not think we should 
be compelled by ethics, morals or laws to turn our business over to them 
and “thrust this formidable imposition on a confiding public,” as Dr. 
Walker says. 

The dispensing physician does more than any other one thing to head 
off the irregulars. 

I do not know Dr. Walker but I do know doctors who are under 
obligations to the druggist who furnishes him free office rent and gives 
him a commission en his prescriptions. 

Still if he is a graduate of the P. & S., St. Louis, this is reason 
enough for his writing such a paper. I congratulate him that he has 
learned enough since leaving school to not monkey with drugs if he knows 
nothing about them but to let some druggist protect the public from his 
possible errors in prescription writing. This letter might sound a little 
personal. So is his personal and it hits more than half the members of 
the State Society, “and there should be chaos” among that number. If 
this is not Dr. Isaac Cecil Walker of Marion, IIl., these references to his 
medical training shall be stricken from the records. 

One reading his paper would think he had hold of N. A. R. D. Notes 
instead of our official organ. The retail druggists are not so radical as he. 

C. O. Netms, M.D., Herscher, Ill. 





THE DeBARTHE RHEUMATISM CURE 


The old Chicago hospital having been turned over to a “three-day 
liquor-cure” known as the Neal Institute, has now made the DeBarthe 
Rheumatism Cure a part of this Institute. The DeBarthe cure is now 
being advertised in the Chicago papers in the usual patent medicine 
style. After stating that James E. Bruce is president of both the Neal 
Institute and of the DeBarthe Treatment, The Journal A. M. A. (Dec. 16, 
1911, p. 2014) says: 

“On the stationery of the DeBarthe concern, in addition to the presi- 
dent’s name, two other names appear — “John Alexander Ross, Physician 
in Charge,” and “Dr. Jos. DeBarthe, Director Medical Dept.” What 
the DeBarthe treatment is, we do not know.” 

So far as we can learn, DeBarthe is not a physician. Certainly he is 
not licensed in Illinois. We understand that DeBarthe used to live at 
Sheridan, Wyo., where he was a lawyer and a newspaper man. He left 
there some time ago and coming to Chicago he was connected with the 
Metropolitan Medical College, a notorious diploma mill that was put 
out of business by the government. 











COUNTY AND DISTRICT SOCIETIES 


ADAMS COUNTY 

The annual meeting of the Adams County Medical Society was held Dec. 11, 
1911, at the Elk’s Club Rooms, with President Knox in the chair. Others present 
were: Drs. Nickerson, Blickhan, Ball, Bloomer, Brenner, Austin, Center, Christie, 
Ericson, Gabriel, Groves, Knapp, Shawgo, J. B. and Kirk, Gilliland, Millen, 
Mercer, Pearce, Pendleton, Pittman, Schullian, Spence, Stine, Pfeiffer, Werner, 
Williams, Koch, Wells and Weisenhorn. Dr. Nickerson reported the matter of 
telephone consolidation still in controversy. For a number of years the society 
has had in its possession a number of pamphlets explaining the “Great American 
Fraud”; after some discussion the secretary was instructed to send copies of the 
same to the ministers, also to the teachers of the public and private schools of 
the city. 

Dr. Nickerson read a paper concerning the “National League for Medical Free- 
dom.” The application of Dr. C. I. Tripp was read by the secretary and referred 
to the board of censors. The matter of the election of officers was then taken up. 
Drs. Erickson and Pfeiffer being appointed tellers. The result of the election was 
as follows: president, J. H. Pittman, Camp Point; lst vice-president, Ray Mercer, 
Loraine; 2nd vice-president, Kirk Shawgo, Quincy; secretary, Elizabeth Ball, 
Quincy; treasurer, R. J. Christie, Quincy; censors: H. P. Beirne, Quincy: D. M. 
Knapp, Mendon, and F. T. Brenner, Quincy; defense committee John A. Koch, 
Quincy; library committee, C. E. Ericson, F. M. Pendleton, E. B. Montgomery, 
all of Quincy. 

Adjournment to Hotel Quincy for. luncheon. In the afternoon Dr. R. J. 
Christie gave an interesting account of the meeting of the American Surgeons’ 
Congress, which took place in Philadelphia, in November. The Doctor spoke espe- 
cially about Dr. Clark, gynecological specialist, who was a guest at the State 
meeting held in Aurora, ‘May, 1911. He told about the results of spinal anes- 
thesia as practiced by Dr. Babcogk. 

Among others who were mentioned by Dr. Christie were, Drs. Deaver, Da- 
Costa, Foster, J. N. Mayo, of Rochester, Minnesota, and A. J. Ochsner, of Chicago. 
The new president deferred the appointment of his various committees until the 
January meeting. Adjourned. ELizABeTH BALL, Secretary. 


COOK COUNTY 
CHICAGO MEDICAL SOCIETY 
THE FARCE OF MEDICAL ETHICS* 
( Abstract) 

A Reply to the Article by Arno Dosch in Pearson’s Magazine for September. 

Dr. H. J. Achard read a paper on the above subject before the North Shore 
Branch of the Chicago Medical Society, November 7, which appeared in con- 
densed form in the Chicago Medical Recorder for December 15. The paper was 
suggested, as is indicated in the title, by an article in Pearson’s Magazine in 
which the secret division of fees and the paying of commissions by surgeons and 
specialists has been made the subject of a denunciation of the medical profession 
which is not only overdrawn but unfair, and decidedly of the muck-raking type. 
According to Mr. Dosch, fee-splitting cannot be put down because of the false 
code of ethics which refuses to allow light on anything that concerns the medical 
profession. The article is based upon the report to the Erie County Medical 
Society of its committee on fee-splitting, published in the Buffalo Medical Journal 
for March, 1911. 


* Read before the North Shore Branch of the Chicago Medical Society, Nov. 7, 1911. 
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Dr. Achard does not, of course, deny that secret fee-splitting prevails and that 
it is an evil practice, nor does he defend it, but he does deny that it influences 
the patient and the public at large as unfavorably as is claimed. Further, it is 
not as generally prevalent as has been asserted; in fact, it may be said that the 
majority of surgeons and specialists do not pay commissions, either secretly or 
openly, and the majority of general practitioners referring cases for operative or 
for general treatment do not demand or expect a commission. Of those who do 
pay or receive commissions, a considerable proportion do so openly, as appeared 
later during the discussion. It cannot be denied that there are physicians and 
surgeons who exploit their patients deliberately, more for the purpose of obtaining 
money than of benefiting him, but such men are rather exceptions. 

The cause of fee-splitting, secret or open, is claimed by the author to lie in 
the unfortunate position in which the general practitioner finds himself through 
his own carelessness, partly, for many years back, and partly through the far 
more spectacular and impressive nature of both the surgeon’s and the specialist’s 
work. Compared with the operative or special treatment, both of which involve 
the use of instruments and apparatus that are new to the patient and therefore 
impress him deeply, the work of the general practitioner is quiet and unassuming. 
His constant, unremitting care, the responsibility which he bears without com- 
plaint, his readiness to respond to all calls, at any hour of day or night, are not 
taken into consideration, and people as a rule do not realize that the management 
of severe cases of infectious diseases, for instance, require just as great knowledge, 
care and ability in their way as do major operations or special treatment. The 
consequence is that physicians’ fees are absurdly insufficient and low, in com- 
parison to the large fees often demanded and received by surgeons and specialists, 
and while the latter are usually paid promptly, the general practitioner is forced 
to wait for his money and is crowded into the background altogether. 

The author’s argument centers in the fact that the general practitioner is 
underpaid and that he is entitled to a more fair and just treatment and considera- 
tion both at the hands of surgeons and specialists and of the public. He claims 
that the general practitioner, especially the country physician, is usually capable 
and efficient in treating the conditions which confront him, and pleads for a 
readjustment of his, the general practitioner’s, economic condition, because with 
such a readjustment, the practitioner would Be enabled to attend to his work 
without being handicapped and harassed by financial worries and would be 
relieved of the temptation to accept secret commissions for referred cases, which, 
of course, must present a temptation to turn his cases over to the highest bidder. 

It is also claimed that the physician who refers a case elther to a surgeon 
or to a specialist is entitled to a just and commensurate remuneration, not only 
for services previously rendered and to be rendered after the patient is referred 
back to him, which often is not done but should always be done, but also for 
assuming the responsibility of advising operation or special treatment. He is 
entitled te indemnification for assuming this responsibility because he will surely 
be held responsible by his clients in case of failure, while in case of a favorable 
outcome he will not receive credit. Fees that are collected should take into con- 
sideration both the services of the physician in charge and of the surgeon or 
specialist, and the apportionment of the fees should not be made a secret of. 

In the discussion the blame for existing conditions was by some speakers laid 
directly to the general practitioner himself, and scant sympathy was expressed 
for him. Other speakers declared that they did not hesitate in the least to divide 
fees or to ask for such a division, while still others declared themselves absolutely 
opposed to any fee division whatever. In closing the discussion, Dr. Achard 
pointed out that while the general practitioner was in a measure responsible for 
the unsatisfactory economic condition in which he finds himself, this is not the 
outcome of reeent carelessness but his inheritance of centuries, the medical profes- 
sion having always neglected the financial or business side of their calling to their 
own detriment. Dr. Achard insisted that the general practitioner should be aided 
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in his effort to establish himself in a more favorable financial position and he 
declared it as his opinion that surgeons and specialists were in duty bound to 
aid their brother practitioners in this endeavor. 


DUTY OF COOPERATION BETWEEN SURGEON AND ROENTGENTHER- 
APIST IN MALIGNANT DISEASE* 


Noste M. Exernart, A.M., M.S., M.D. 
CHICAGO 


The question of the duty of cooperation between the surgeon and the Roentgen- 
therapist is one that depends primarily upon whether both of these agencies have 
been demonstrated of actual value in malignant growths, and whether there are 
certain advantages possessed by one, not shared by the other. If this be true, 
then it is the duty of the practitioner to see that the patient has the benefit of 
both measures. Another way of stating this would be to say that if the Roentgen 
ray can do nothing that cannot be done by surgery, then there is no call for it; 
if it can, then it is our duty to employ it. 

In the first years following the discovery of the a#-ray, there was a distinct 
antagonisin existing between the surgeon and the Roentgentherapist, whenever 
the ray was used in the treatment of disease. In so far as the ray aided in diag- 
nosis, it was approved, but further virtue in it was denied. 

On the other hand, the majority of Roentgen operators were not, themselves, 
surgeons and were inclined to ignore the great value of surgery, and only gave 
the patient the benefit of the ray. Thus the surgeon felt that his field had been 
usurped by a method not yet demonstrated, and the breach between the two was 
a serious one, when as a matter of fact, each is so necessary to the other that 
there should be no controversy between them. Each has its special function to 
perform and each insures the effectiveness of the results of the other. 

At this early period I was myself devoting my energies in a surgical direc- 
tion, and advocated surgery first, last and all of the time in malignant growths. 
Later I became converted to a belief in the equal efficacy of the Roentgen-ray. 
Therefore, I feel qualified to discuss the subject of my paper from both the sur- 
gical and the a-ray standpoint. 

For those who have never considered the comparative advantages of surgery 
and Roentgentherapy, I will quote a few statistics.* 

In the second surgical clinic of the University of Vienna, from 1877 to 1903, 
of 520 cases of cancer of the breast operated on, there was a permanent cure in 
only 12% per cent. 

In Von Brun’s clinic, Tiibingen, 236 cases of cancer were operated on with 
16%, per cent of cures. These are representative figures showing average surgical 
results, and coinciding with those from a number of other sources. 

Williams* reported on 107 cases of carcinoma treated with the Roentgen ray 
with seventy-two apparent cures. This was over 67 per cent., but one-half of 
them were superficial cases which give a highly favorable percentage of cures by 
several methods. Excluding these, the cures were nineteen out of fifty-three cases, 
or about 36 per cent. 

When preparing the first edition of my x-ray book* I collected all the statistics 
I could find on Roentgen-ray results. This embraced several hundred cases of 
all kinds, including recurrent and inoperable cases. Averaging all of these 
together gave nearly 30 per cent. of reported cures, which led me to state, as 
I wished to be conservative, that the ray could be expected to cure from 20 to 30 
per cent. of cancer cases; a statement I still adhere to. In sarcoma, however, the 
percentage is much less, being only 8 to 10 per cent. 


* Read at a meeing of the North Shore Branch of the Chicago Medical Society, Oct. 
8, 1911. 
1. Eberhart: Practical X-Ray Therapy, 2d ed., p. 172. 
2. Williams: Jour. Am. Med. Assn., Feb. 22, 1908. 
8. Practical X-Ray Therapy. 
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It will be noted from these figures that the comparison of operative and 
Roentgen methods gives slightly the advantage, in percentage to the ray. The 
startling fact, however, is that the results from neither are sufficient to cause 
one to be puffed up over them. 

However, each method is shown to be useful, and it now remains to consider 
their respective advantages and disadvantages in order to see the need of their 
joint use. 

The great point in favor of operation is the fact that one may at once remove 
a large growth that it possibly would take months to destroy with the ray; but 
here its advantage ceases; for the statistics given show that it is finally ineffec- 
tual in four out of five cases, the reason beirg that no surgeon knows when he 
has removed all of the diseased tissues. He does a thoroughly conscientious 
operation, removing everything apparently involved “and then some,” but in spite 
of this more than 80 per cent. recur. 

Here is where the Roentgen ray is superior. It has the power of penetrating 
the tissues and destroying malignant cells that have been left by the surgeon 
either on account of being overlooked or because their location made their com- 
plete removal impossible. 

Thus it would appear that with a moderate number of cells or with those 
located in vital areas, the advantage is with the a-ray, while with larger and 
accessible growths, it is with surgical methods, but in the latter, the necessity, 
of following up the operation with the ray, in order to prevent recurrence, should 
be obvious to anyone who will give the matter careful thought. I trust the time 
is coming when the operator will be considered negligent who does not insure 
his results by this method. 

Furthermore, if there is any time in the course of a growth when the amount 
of malignant tissue present is the least possible, it certainly is immediately 
following operation, thus further favoring its complete destruction by means of 
the ray, and if the operative measure has really removed all of the growth there 
is still no harm resulting from the judicious use of the ray. 

While we are insisting that the surgeon should follow his work with the ray, 
we must be equally insistent in advocating the immediate employment of surgical 
measures in those cases which are progressing rapidly, but are distinctly favor- 
able for operation, instead of sticking to the ray alone. 

There are many cases which offer a reasonable period during which to test 
the efficacy of Roentgen therapy and thereby do away with the need of opera- 
tion, but if there is any serious doubt in the mind of the physician, I would 
favor operating first and raying afterwards. 

There are also some instances that do not in my opinion justify any delay. 
Such, for instance, is the case in epithelioma of the lower lip. On account of 
the rapidity with which it spreads downwards through the glands, and thus 
becomes distinctly unfavorable for successful surgical interference, I always 
advocate immediate operation. 

With the same disease affecting the upper lip, there is ordinarily plenty of 
time for a thorough test of the ray, and operation is only necessary in about 20 
per cent. of the cases. 

In conclusion, therefore, I repeat that it is the duty of the surgeon and Roent- 
gentherapist to cooperate in all cases of malignancy, because it is their duty to 
afford the patient every reasonable chance for his or her life. Operation alone 
is a duty half performed. The ray alone often sacrifices the patient’s surgical 
chances without being in itself sufficient. Used together a much higher per- 
centage may be expected than is possible with either alone. One is the com- 
plement of the other. Our duty is plain! 

905 Chicago Savings Bank Building. 


Regular Meeting, Nov. 1, 1911 


The president, Dr. J. M. Patton, in the Chair. In a symposium on intussuscep- 
tion, Dr. Frank X. Walls presented “The Symptoms and Diagnosis of Intussuscep- 
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tion in Childhood,” and Dr. H. M. Richter presented “The Treatment.” Dr. V. 
L. Schrager read a paper on “Clinical Aspects of Syphilis of the Liver,” 


STENOSIS OF PYLORUS 


Dr. Frank X. Walls: This child, two months old, weighed seven pounds at 
birth, and was perfectly well until two weeks ago, when it began to vomit its 
food. The vomiting became more and more pronounced. The baby gained about 
a pound in weight in seven weeks, but during the past week its weight has 
remained stationary. Changing the food had no effect on vomiting. There is 
marked constipation, the baby having had only one bowel movement in four days, 
and then only after an enema. In addition to the evident gastric peristalsis there 
is palpably a definite oblong-shaped mass toward the right of the median line, 
midway between the umbilicus and the ensiform. Sometimes it is more distinct 
than at other times. I think it is a case of hypertrophic stenosis, which should 
be treated surgically. 


DISCUSSION ON THE PAPER OF DR. WALLS 


Dr. James F. Churchill: I have some specimens taken from dogs on which we 
performed some experiments recently with regard to the cause of intussusception. 


. The usual classification of intussusception is into the enteric.type, which occurs 


solely in the small bowel; the colic type, which occurs in the large bowel, espe- 
cially the sigmoid or rectum; the enterocolic, in which the small bowel passes 
through the ileocecal valve into the colon; and the ileocecal, in which the valve 
forms the apex of the intussusception. Then there is the appendicular type, in 
which the appendix forms the apex of the intussusception. ‘This is later converted 
into the enterocolice type. 

In carrying on my experiments, I had in view to obtain these specimens at an 
earlier stage than they can be seen in the human being. The resected specimens 
usually show only the late pathology. I wanted the early pathology, and we 
wanted to try various methods of producing intussusception. We used strong 
saline solutions, such as saturated solution of magnesium sulphate, in order to 
produce strong contraction of the bowel. We also sutured a heavy’ weight into 
the lumen of the bowel and we pinched the bowel, but these attempts were all 
unsuccessful. Several years ago Dr. Richter.did some work on the dog and saw 
an intussusception occur spontaneously, but I have been unable to produce one in 
that way. The weight suspended in the bowel simulates a pedunculated tumor, 
but failed to produce an intussusception. Early in my work I discovered that 
we would meet with considerable difficulty, such as one does not encounter in the 
human, because the musculature of the dog’s bowel is heavier in proportion to 
the size of the jumen than that in the human. I was unable to produce a colic 
intussusception and make it stay. I even introduced sutures and the intussuscep- 
tion would reduce itself while I was watching it, or on opening the abdomen 
again later I found the sutures had been torn out. I could not produce an appen- 
dicular intussusception because the lower end of the cecum in the dog is so 
thick and firmly bound down that it will not turn in. 

The first specimen I obtained was a twenty-four hour enteric intussusception, 
the apex of the intussusception resting at the ileocecal valve. There is much 
hemorrhage in the mucosa, especially at the apex of the intussusception. The 
anemia of the entering layer is well shown. 

The second specimen is an eighty-four hour enterocolic intussusception. The 
apex of the intussusception is very hemorrhagic and shows some necrosis. 

The third specimen is a five-day enteric intussusception, the apex having just 
passed the ileocecal valve. The necrosis is well-marked, and there is a large 
amount of blood in the colon below the intussusception. 

The fourth specimen is strictly an enteric intussusception, about twelve inches 
above the cecum, removed after eighteen hours. There is much hemorrhage. The 
interesting part of the specimen is that when I opened the abdomen the second 
time I found two intussusceptions, one the one I made, and the other a spon- 
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taneous one, about six inches above mine. It is not an agonal intussusception, 
because there is already evidence of hemorrhage at the apex and agglutination 
of the peritoneal surfaces. It was probably caused by my rough handling of the 
bowel. 

The fifth specimen is one of enteric intussusception, illustrating the rolling up 
of the ensheathing layer by the entering layer. 

The sixth is an agonal intussusception. 

Dr. T. J. Sullivan: One man reported 144 cases in 1907, showing that intus- 
susception may be very common. I have seen very few of these cases. One which 
I showed you last year presented all the symptoms described by Dr. Walls. The 
infant was 10 months old, a nursling, who became sick suddenly with an attack 
of severe pain, vomiting, pallor, blood and mucus in the stools. The attack cer- 
tainly was characteristic, and ought to attract attention. If the diagnosis is 
made early, the mortality will be lower. In the series of 144 cases mentioned, 
the mortality was only 12 per cent. If the diagnosis is made on the first day, the 
mortality will be nil. Unfortunately, the symptoms are not described accurately 
in textbooks. 

Another characteristic feature of the condition is that once the attack has 
passed, the patient has not a single symptom to indicate any disturbance. Infla- 
tion was said to have reduced the intussusception in fourteen of the 144 cases. 
Probably they were of the low type around the sigmoid. It is not so easy nor 
so safe to use inflation when the intussusception is higher up. Operation should 
be performed early, right after the diagnosis is made. The anesthesia should be 
complete, so that there will be thorough relaxation, for then the tumor usually 
can be felt. The incision must be made so that one can reach the mass easily. 
In 75 per cent. of the cases it is made through the rectus in the ileocecal region. 
Pass two fingers into the abdomen, seize the mass and deliver it gently. We can 
then reduce the intussusception without enlarging the incision. In my case a 
band passed from the appendix upward to the mesentery, drawing on the colon 
and ileocecal valve. The intussusception measured 2% inches in length, and we 
were able to reduce it with gauze. The mortality should be low, especially because 
the operation can be performed very quickly. 

Dr. J. W. Van Derslice: In regard to the etiology of these cases the age 
incidence bears an important relation. The great majority of these cases occur 
between the sixth and the twelfth month or in other words at the period of life 
when the first solid food is given and a careful inquiry will show that there has 
occurred an error in diet as a direct cause in many of the cases. 

The symptom of pain is one which to my mind has been greatly over empha- 
sized. This extreme pain so frequently spoken of occurs in hardly more than 
50 per cent. of the cases; because of this over emphasis many cases are not diag- 
nosed as early as they should be, this greatly affecting the prognosis, as the prog- 
nosis is good in direct ratio to the earliness of diagnosis. 

The diagnosis is made upon the facies, i. e., that of an extreme illness. A 
palpable tumor is always present; this may at times be best felt by means of 
bimanual examination when the tumor may be felt between the finger in the 
rectum and the hand upon the abdomen much the same as the uterus is felt. 
The diagnosis should not be made if a palpable tumor is not found, as one is 
always present in these cases. 

Dr. S. Kunz: About five years ago I had a case of intussusception in a child 
aged 8 years. The principal symptoms were a flaccid abdomen and a palpable 
tumor in the region of the splenic flexure. The child had her knees drawn up; 
she had the pallor, and I could feel the peristalsis. There was no severe pain. 
There was little bloody mucus, and the griping sensation passed quickly. I made 
a diagnosis of intussusception and operated within a few hours. The ileum and 
cecum with a long appendix had entered the colon. I caught hold of the ileum 
and examined it for adhesions, and it immediately began to slip out and had 
reduced itself in a very few minutes. There was a slight demarkation, but not 
enough to call for interference. I removed the appendix because of its great 
length. 
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When I was assisting Dr. Frank, we operated on many dogs, and every 
dog that died, died as the result of an intussusception. We were then working 
out Dr. Frank’s bone bobbin for intestinal anastomosis. The dogs had griping, 
bloody, mucous stools, and they would arch up their backs. I do not believe that 
inflation or enemas are good treatment. Do a laparotomy and reduce the intus- 
susception, The main thing is to make an early diagnosis. 

Dr. J. M. Patton: I recently saw a case of ileocecal intussusception in a man, 
aged 34 years, where I had an excellent opportunity to study the character of 
the pain and the physical signs of the tumor. Occurring in a known subject of 
cholelithiasis, who had also had an appendectomy, the pain was entirely distinc- 
tive for this particular condition. The spasmodic character of the pain was well- 
marked, and the relaxation of the right rectus during the intervals of pain and 
the tightening up with the pain showed that it was a different matter from 
appendicitis. The pain is undoubtedly the most severe of any abdominal pain. 
It is distinctly localized. As the pain came on, I could feel the tumor more dis- 
tinctly than when the pain was passing, and the abdominal wall was relaxed. 
There was no vomiting and there was no diarrhea in this case. The character 
of the pain and the tumor were very clear indications of what the trouble was. 
The patient declined operation. He was allowed to use high rectal flushings, and 
in twenty-four hours was relieved. 


Dr. Walls (closing the discussion): I believe pain is a very prominent symp- 
tom in this disease and, as Dr. Sullivan so well brought out, the appearance of 
the patient is that of intense suffering. Pain is present not only in the major- 
ity of cases, but, according to most authorities, in nearly 100 per cent. In no 
other condition is pain so prominent a symptom, so severe, and occurring so early, 
so that in the diagnosis it is one of the most essential features. The pain is 
excruciating and then it is followed by a period of complete comfort, as the 
attack passes over, to recur in a short time. 


DISCUSSION ON THE PAPER OF DR. SCHRAGER 


Dr. J. L. Miller: I merely wish to emphasize a few points. These cases 
simulate gall-stones, and often it is impossible to make a differentiation. Several 
years ago I saw two cases operated on the same day in the same hospital for gall- 
stones. They both had syphilis of the liver. No stones were found. 

In the group of cases in which there is fever, there is difficulty in differentiat- 
ing between typhoid, tuberculosis or endocarditis. The fever curve of some of 
these patients also closely resembled malaria, going up every day or every second 
day, with a normal temperature during the interval. I have seen two cases with 
a leukopenia of 4,000, but have never seen a case with more than twelve or 
fifteen thousand leukocytes. 

Regarding the length of time the treatment must be carried out: Sometimes 
under specific treatment the temperature may disappear within a week or ten 
days, but this is not always true. About two years ago I saw a case at the Cook 
County Hospital, diagnosed as syphilis of the liver. The patient received mixed 
treatment for five weeks, but there was no change in temperature or in the 
hepatic condition. The treatment was stopped on the supposition that the case 
was one of carcinoma. The autopsy showed that the man did have syphilis of the 
liver. The nodules were gummata, but the condition had not been affected by the 
mixed treatment. 


Dr. Karl Koessler: The diagnosis is one of the most difficult problems. Of 
course, there is the Wassermann test, but Dr. Schrager has little faith in it. The 
trouble is that the test is usually made by men who have no training. When made 
by men who are competent to make it, the results are entirely different. 

We must divide these cases into those which have jaundice and those which 
have not. This division is justified by the making of the Wassermann test. In 
cases of jaundice a positive Wassermann is obtained in about 80 per cent. of all 
eases. It is not enough emphasized that the Wassermann technic, as originally 
described by Wassermann, must be followed absolutely. If there is no jaundice, 
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with a positive Wassermann, it will speak in favor of syphilis. If we have a 
jaundice case, the first thing to determine is the strength of the jaundice serum 
which does not inhibit hemolysis. Every jaundice serum inhibits hemolysis unless 
you add syphilitic antigen. You must first find out which quantity does not 
inhibit ‘this. 

Another important point in the diagnosis which, unfortunately, cannot be 
brought out sufficiently well at the present time, is to establish the function of 
the liver in these cases. Where we have an insufficiency of the liver, which may 
be due to cirrhosis or syphilis, but not to carcinoma or cholelithiasis, these two 
conditions can be ruled out by the polymorphous function of the liver, but it is 
impossible to get a test to prove the insufficiency of the liver. We have the test 
for urobilinuria, for alimentary levulosuria and galactosuria. If two tests are 
positive, we can say it is a case of syphilis of the liver and not carcinoma or 
cholelithiasis, and we must only distinguish between the last two, which is diffi- 
eult. 

Dr. R. B. Preble: There is a possibility of having carcinoma in a syphilitic 
individual. I saw a man who presented himself because for a number of months 
he had been undergoing a gradual deterioration, losing strength and becoming 
anemic, without obvious explanation. His doctor found an enlargement of the 
liver. When I examined him I found an aortitis with aortic insufficiency, and a 
well-developed tabes. The liver was moderately enlarged, not evenly, but a lobu- 
lated liver. In view of the two phenomena which were obviously syphilitic, it 
seemed highly probable that the nodular masses in the liver were giimmata. 
However, when antisyphilitic treatment failed to produce an effect for the better, 
and the man continued in his downward course, we gave up the idea of syphilis 
and regarded the case as one of carcinoma, probably secondary to carcinoma of 
the stomach, one of those cases which fails to cause any disturbance. So that 
one must not forget the possibility of syphilitic carcinoma with secondary deposits 
in the liver. 

Another patient whom I saw years ago in the County Hospital I had seen 
several months before in the dispensary. At that time he had a lobulated nodular 
liver which, in view of his general condition and the definite history and evidence 
of syphilis, was thought to be a syphilis of the liver. Some months later I saw 
him at the County Hospital, and he told me he had a neoplasm of the liver, for 
which he was to be operated on the next day. I saw his surgeon and gave him 
the man’s history, as I had had it, and told him that, in my opinion, it would 
be wiser to institute vigorous antisyphilitic treatment before opening the 
abdomen. However, he was not controlled by my advice, operated, and found a 
gumma in the liver. 

The diagnosis is extremely difficult, but, as a matter of routine, it is wise 
in every case of disease of the liver which does not fit readily into some type, 
to see what can be accomplished by the vigorous use of mercury and iodids. 

Dr. Schrager (closing the discussion): In making a diagnosis we naturally 
grasp the most striking symptoms. We may have in mind all the finer tests, but 
when a patient presents a striking picture which seems to be characteristic of a 
certain condition, we make the diagnosis accordingly. 

With reference to the Wassermann test, I have not had much experience 
with it, but I have had more trouble since its introduction than I had before. 
We have had three or four cases in the last year in which the test was made by 
the very best men in town, and their reports did not agree. One would say 3 
plus, and the other would give us a negative, and of course the clinical diagnoses 
fluctuated on that account. Even though fhere are finer points of diagnosis, it is 
excusable for the average clinician to make a mistake. 


BUREAU COUNTY 
The thirty-sixth semi-annual meeting of the Bureau County Medical Society 
was held at the City Hall, Princeton, Ill., Thursday, Nov. 9, 1911, Dr. W. C. 
Griswold in the chair. Present: Drs. J. J. Moran, C. C. Scott, M. J. Coveny, 
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J. F. Lewis, Wm. Keller, A. H. Malm, C. C. Barrett, W. C. Griswold, A. E. Owens, 
M. H. Blackburn, T. Sprague, O. J. Flint-and H. R. Carson. Visitors: Dr Charles 
Davison, Chicago; Dr. Findley, Galesburg; Drs. J. M. Kirk, H. M. Owens, Persis 
White, and Schroeder of Princeton. 

The minutes of the preceding meeting were read and approved. The applica- 
tion of Dr. J. M. Kirk was presented and he was duly elected a member of the 
society. 

The secretary and treasurer’s report was as follows: 
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In the absence of the regular committee of censors, the president appointed 
A. E. Owens, H. M. Blackburn, and J. F. Lewis, who reported favorably on the 
application for membership of Dr. James M. Kirk, of Princeton, Illinois, and Dr. 
Kirk was duly elected a member of the society. 

The society voted against the proposed Zurawski amendment to the constitu- 
tion, and endorsed the proposed Black amendment thereto. 

The election of officers followed, and J. F. Lewis of DePue, Illinois. was elected 
president for the following vear; C. C. Barrett, of Princeton, first vice-president 
for the following year; O. J. Flint of Princeton, third vice-president, and H. R. 
Carson, of Princeton, secretary and treasurer. 

Dr. A. E. Owens announced that the meeting of the North Central Medical 
Society would be held at Dixon, Illinois, Dec. 5 and 6, 1911; and urged as many 
members to be present as possible. 

Papers were read by Dr. J. J. Moran, of Spring Valley, on “Cesarean Section, 
Its Indications and Contraindications,” by Dr. Charles Davison, of Chicago, on 
“Physical Diagnosis of Abdominal Tumors,” and by Dr. T. Sprague of Sheffield, 
TIll., on his “Observations on Cancer.” 


CESAREAN SECTION 
CHARLES Davison, M.D., CH1Icaco 
( Abstract) 


Indications: contracted pelvis, when the conjugate vera is less than 7 centi- 
meters; eclampsia with non-dilatation of the os; placenta previa centralis; 
tumors obstructing the outlet; vaginal atresia; hydrocephalus or any condition 
or any disproportion between the size of the child and the diameters of the outlet 
which makes the birth of the living child impossible. The elected time for the 
operation is the beginning of labor. If possible, the operation should be per- 
formed at a hospital. In preparing the patient, the doctor proceeds in the same 
way as he usually does for an abdominal operation, viz.: painting the abdominal 
wall with a tincture of iodin without, usually, the preceding use of water, soap, 
alcohol, etc. For anesthetic, ether is recommended. An incision about six inches 
long, three inches above and extending three inches below the umbilicus, is made, 
extending to the left and about three inches below the umbilicus. The womb is 
not brought outside the abdominal wall, but surrounded with large hot packs. 
Incision is made down the anterior wall of the womb going quickly through the 
placenta if attached anteriorly. Grasp the foot or arm, remove the child and hand 
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to assistant who ligates the cut cord while the placenta is scooped out, at the 
same time with his other hand keeping firm pressure on the fundus of the womb. 
Then sew with thirty day chromicized catgut with sutures one-half inch apart 
and with a few superficial sutures; then repair the peritoneum as in ordinary 
laparotomy. The whole procedure should not take more than forty-five minutes. 

After some discussion, Dr. Moran closed by saying that he had not found it 
necessary to use any constriction whatsoever as hemorrhage had been very slight 
and much less loss of blood than in an ordinary confinement. He also said he 
had seen no necessity for raising the womb up out of the abdominal cavity and 
thought it better not to do so. 


PHYSICAL DIAGNOSIS OF ABDOMINAL TUMORS 
CHARLES Davison, M.D., Cutcaco 
( Abstract ) 


In diagnosing abdominal tumors, it is important that the colon should be 
used as an important landmark; its mesocolon is attached directly beneath and 
on inflating the colon, it rises.up immediately under the abdominal wall. To 
inflate a small catheter may be used and an atomizer. Any tumor, for a time 
at least, moves in an are from its center of attachment. Organs attached to the 
diaphragm move up and down with respiration. Fibroid tumors are usually found 
inside of the line of the colon, dull on percussion, solid and no fluctuation; are 
connected to the uterus and have no independent mobility from the uterus. Ovarian 
cysts, if multilocular, are nodular and fluctuating with thrills; if monolocular, 
they are smooth, single and simply fluctuate. Ovarian cysts have attachment to 
the broad ligament and have independent mobility from the uterus. Occasionally 
with cystic degeneration of the fibroid the tumor is fluctuating, but without inde- 
pendent mobility from the uterus. Sarcoma of the ovary develops rapidly, is 
malignant and therefore usually there will be ascites; it is dull on percussion and 
solid. Tumors of the omentum may or may not be inside the lines of the colon. 
Tumors of the colon itself are usually inside or in the line of the colon and 
will become larger as filled up with gas and may cause a constriction of the 
colon. With the aid of the stethoscope the passage of gas through the constricted 
point may be detected. Tumors of the mesocolon will usually disappear on the 
inflation of the colon with gas. Tumors of the spleen and kidneys: An enlarged 
spleen may be felt as a tumor in front of the colon and usually carries the natural 
shape of the spleen. Tumors of the kidney will be found behind the colon, and 
if the colon is inflated, the kidney will disappear or at Jeast the colon will be 
in front of it. 

Hydronephrosis is a fluctuating tumor, varies in size at different times, and is 
always behind the colon. Pyonephrosis.occupies the same region behind the colon; 
blood and pus are found in the bladder. It is inflammatory in nature and there- 
fore will have a leukocytosis, which is not present in hydronephrosis. Stones can 
usually be diagnosed by the a-ray. With solid tumors of the kidney, malignant 
or semi-malignant, there is no leukocytosis except in rapid growing sarcomas. 
These tumors above are transverse and move up and down with respiration. For 
dilating the stomach, use Seidlitz powder. Tumors of the pylorus move up and 
down with respiration; after dilatation they move down and up to the right and 
under the abdominal wall. Tumors of the cardiac end are hard to diagnose. 
Tumors of the body of the stomach after the inflation of the posterior wall, dis- 
appear; while those of the anterior wall are more prominent. Tumors of the gall- 
bladder move up and down with respiration, are pear-shaped and do not move 
down or to the right on inflation of the stomach. Tumors of the pancreas are 
fixed tumors and do not move up and down with respiration, are not changed by 
inflations of the colon; they are above the inflated colon and below the inflated 
stomach. May be solid or cystic; if latter, fluctuate. The color of the stools is not 
due to color pigment of the bile, as that is absorbable, but is due to an element 
formed by the combination of gall-bladder and pancreatic pigments, which is 
insoluble. The pancreatic fluid breaks up fat; if the pancreatic fluid is shut off, 
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we get fatty droplets and fatty acids in the stools; if pancreatic fluids drop off 
and if patient is fed fat, it will nearly all go through unchanged. Cysts of the 
body of the pancreas are usually round tumors, not usually fluctuating, are above 
the colon, below the stomach and do not move with respiration. 

Dr. A. E. Owens moved a vote of thanks be tendered Dr. Davison for his 
paper; and that he be made an honorary member of the society; the motion 
carried. , 


CANCER 


Dr. T. Sprague of Sheffield, gave his observations on cancer, in which he recalled 
many patients who had delayed operation and wasted precious time in attempting 
cures by “quack” and “cancer specialists.” He said he believed those who used 
the “quack remedies” and cancer “specialists” suffered more pain than those who 
had been operated on, or those who had nothing done at all. He ended his remarks 
with a plea that something be done to discourage the resorting to “fake” remedies 
and educating people to the advantages of early operation in cases of cancer. 

Inasmuch as Dr. Rummel! of Depue, Illinois, was not present to read his paper 
on “Small-pox,” Dr. Coveny was asked to give a short talk. Among other things, 
he said: He believed small-pox, as a disease, was growing milder as it grew 
older. The epidemic of 1902 was the worst he had experienced. In that epidemic, 
in which a boy’s school was very generally exposed, the value of vaccination was 
clearly shown among the boys, inasmuch as many of the children had the 
disease, but all who had it had never been vaccinated; while all those who had 
been vaccinated, escaped. He stated that the Supreme Court had recently modified 
the law concerning the power of the school board to enforce vaccination; that 
while formerly a high school board could keep out of school any children who 
had not been vaccinated, they cannot now do so. The only way they can be 
prevented from attending school when not vaccinated is by city ordinance, which 
can compel those attending school to be vaccinated only when an epidemic is 
present. On motion, the meeting adjourned. 

O. J. Firuvt, Secretary and Treasurer. 


FULTON COUNTY. 

The fifty-eighth meeting of the Fulton County Medical Society, held in the 
Churchill House Dec. 5, 1911, was called to order by President Murphy at 1 
o’clock p. m. The minutes of the October meeting were read and adopted. Dr. 
Black of Table Grove was granted a withdrawal certificate. Necrologist Stoops 
reported the death of Dr. John H. Breeden Oct. 25, 1911, aged 76 years. 

Coleman and Strode moved the adoption of the report. Carried. 

Dr. J. J. Bacon of Macomb gave a demonstration of a new instrument for 
intestinal approximation. On motion of Drs. Stoops and Coleman a unanimous 
vote of thanks was given Dr. Bacon. Dr. Strode gave several instances of per- 
sonal experiences, 

Those present were: Dr. Bacon of Macomb, Black, Standard, Strode, Coleman, 
Regan, Miller, Stoops, Ray, Johnston, Murphy, Kirby, Parks Allison, Beatty, 
Cluts, Shallenberger, Nelson, Adams and Scholes. 


GREENE COUNTY. 


The annual meeting of the Greene County Medical Society was held at Rood- 
house Friday, Dec. 8, 1911, at 11:30 a. m. 

The following were present: Drs. L. J. Hensler, J. W. Adams, J. J. Ehres- 
man, Howard Burns, James Squires, Carrollton; C. R. Thomas, H. W. Smith, 
Roodhouse; F. N. McLaren, G. W. Burns, L. O. Frech, and H. A. Chapin, White 
Hall. In the absence of the president and vice-president, Dr. Squires was chosen 
chairman pro tem. Drs. McLaren and Adams were appointed censors pro tem. 
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Application of Dr. Garrison of Hillview was presented by Dr. Adams and referred 
to the board of censors who reported favorably, and on motion, the secretary was 
ordered to cast the ballot for Dr. Garrison for membérship. 

This being the annual meeting the election of officers was next in order and 
the following were declared elected: F. H. Russell, president; L. O. Frech, first 
vice-president; E. E. Jouett, second vice-president; and H. A. Chapin, secretary 
and treasurer; Drs. Howard Burns, C. R. Thomas and F. N. McLaren, censors. 
Dr. Howard Burns brought up the matter of the ethics of-consultation of regular 
practitioners with osteopaths and that same was declared to be unethical and 
contrary to the rules of the Greene County Medical Society. 

Dr. Frech read an interesting and well prepared paper on the “Diagnostic 
Import of Pain,” which brought forth favorable discussion by all present. 

The meeting adjourned for dinner and was called to order at 2:00 p. m. 

Dr. McLaren read a paper on “Suggestion as an Adjunct to Therapeutics.” 
The paper was well written and brought forth spirited discussion. 

The Censors reported Carrollton as the next place of meeting with H. W. 
Chapman, W. C. Day, H. W. Smith, C. B. Foreman, and J. A. Cravene, essayists. 
After which the meeting adjourned. 


MADISON COUNTY 

The Madison County Medical Society met at Alton December 1, with Presi- 
dent Dr. W. H. C. Smith in the chair. Owing to the absence of the secretary, 
Dr. E. W. Fiegenbaum, who was visiting the Randolph County Medical Society, 
Dr. R. 8. Barnsback was elected secretary pro tem. 

Present: Drs. Cook, Ferguson, Tulley, W. H. Grayson, W. F. Grayson, J. H. 
Fiegenbaum, Schreifels, Gwynn, Niedringhaus, Wedig, Yerkes, Taphorn, Pfeiffen- 
berger, Binney, Beard, Hastings, Halliburton, Burroughs, Theodoroff, and Barns- 
back. 

Dr. W. R. Mangum was received by transfer from the Massac County Medical 
Society. Dr. Pfeiffenberger made a short report about the recent organization of 
a County Society for the Prevention of Tuberculosis, whereupon the society 
heartily endorsed the Red Cross movement and ordered the secretary to procure 
250 Red Cross Seals for use on his official] mail. 

Dr. W. H. C. Smith made a most earnest plea that this society go on record 
as favoring the establishment of a State Colony for Epileptics and that the 
members of this society urge our representatives to vote in favor of the appro- 
priation. Dr. Halliburton moved that such action be taken by the society, and 
that the secretary be instructed to send a copy of this motion to the Governor, 
Senators, Representatives and the Committee on Appropriation. After the read- 
ing of the report of the secretary and treasurer the annual election of officers 
took place which resulted as follows: President, E. C. Ferguson, of Edwardsville; 
vice-president, W. H. Grayson, of Granite City; secretary, E. W. Fiegenbaum, 
of. Edwardsville; treasurer, J. H. Fiegenbaum, of Alton; member of board of 
censors for three years; L. G. Burroughs, of Collinsville; member medico-legal 
committee, E. A. Cook, of Alton. Unanimously carried that we offer a vote 
of thanks to the retiring president and all other officers. A special vote of thanks 
was offered to Dr. Fiegenbaum for publishing “The Madison County Doctor” and 
that we order the publication continued as it has proven to be a good drawing 
ecard for our society. Drs. Tulley and Beard, as a committee, then conducted 
president-elect Dr. E. C. Ferguson to the chair, who expressed his appreciation 
of the high honor conferred and pledged his very best efforts for the success of 
the society. 

Dr. E. A. Cook, of Alton, read a most excellent paper ‘on “Why Lack of Inter- 
est in Obstetrics?” It contained a vast fund of information and clearly pointed 
out the fact that the average practitioner does not give this important practice 
the care and attention it so richly deserves. He further emphasized the fact that 
many of the ills and defects that so commonly follow childbirth could be pre- 
vented if the medical attendant would give this practice the study and care 
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that be gives to other departments of his work. The paper was thoroughly dis- 
cussed, highly appreciated, and ordered printed. On motion of Dr. Tulley it was 
ordered that the secretary pro tem. send our secretary, Dr. Fiegenbaum, at Chester 
a telegram, congratulating him on his sixth election to his office. On motion 
adjourned to meet on the first Friday in January, 1912. 

R. 8. BarnsBack, Secretary pro tem. 


M’LEAN COUNTY 

The McLean County Medical Society met in regular session at St. Joseph’s 
Hospital, Bloomington, Nov. 2, 1911, at 1 p.m. Dr. L. P. Cavins, Bloomington, 
and Dr. E. V. Rice, Chenoa, were elected to membership in the society. Action 
was taken on the death of Dr. Lee Smith, and the daughter of Dr. Chapman. 
The society then went into joint session with Brainard District Medical Society 
and thirty doctors witnessed the following clinic: ‘ 

Dr. E. A. Behrendt, herniotomy. 

Dr. E. P. Sloan, shortening of utero-pelvic lateral ligaments, and trachelor- 
rhaphy and perineorrhaphy. 

Dr. Thomas W. Bath, appendectomy, and gall-bladder drainage. 

Dr. E. P. Sloan, hysterectomy and shortening of the utero-pelvic lateral 
ligaments. 

Dr. E. A. Behrendt, wiring of ununited fracture of tibia, lower third. 

Dr. George Small, exhibited a case of pseudo-leukemia. 

Dr. R. L. Eldredge, paper ordered printed in bulletin. 

The meeting of the McLean County Medical Society held in Bloomington, 
Dec. 7, 1911, was a veritable feast social, physical and intellectual. Dr. Wm. W. 
Quine of Chicago was the guest of honor. After forty members did justice to 
an elegant banquet such as can be served only by the Woman’s Exchange of our 
city, Dr. Quine addressed us on “The Religion for a Doctor.” The doctor’s address 
dwelt strongly on the religion as taught and exemplified in the life of Christ 
as a hope of eternal salvation, rather than to depend on certain beliefs as taught 
to be essential by Paul. The doctor emphasized our duty to give to the poor, 
not Christ’s poor alone but perhaps even more .to the devil’s poor, as they 
seem to need it more. The doctrine taught was wholesome and surely comforting 
to the busy doctor who has little time for so-called religious work as taught in 
our churches to-day, but much time for true charity with no thought of reward 
in this world. The address was well received by al! present. 


MERCER COUNTY. 


The Mercer County Medical Society convened in the Court House, Aledo, 
Tll., October 24 at 11:15 a. m., with Dr. B. A. Winbigler, ex-president, in the 
chair. After the regular order of business was transacted, the resolution of the 
American Medical Association was read, discussed and vote taken, that resulted 
in said resolution being laid on the table. An adjournment was made until 1:30 
p. m., sharp. 

The afternoon sessién opened with Vice-President Mathew O’Haver of Millers- 
burg presiding. The scientific program was opened by Dr. Frank Eyre of North 
Henderson, who made an able address on our “Mistakes and How to Avoid them.” 

Councilor J. F. Perey of Galesburg, fourth district, was introduced and gave 
his address on “Some of the Present Day Problems of the Medical Profession in 
Illinois.” His past experience in the Council of our State Society has placed him 
in position to give us valuable information, which he has emphatically given us 
in the last report on Councilors. The various discussions of his address proves to 
us that something is radically wrong. The optimism of our Councilor has made 
it apparent that the address is in part a few years ahead of time, but that facts 
were presented plainly was shown by the improvement already started in state 
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affairs. Although we do not approve of some statements in said address, is that 
good reason why we should denounce them? I think not. We as a profession 
must interest ourselves more in state affairs, and see to it that such laws are 
placed on the statutes of this great commonwealth, as will benefit the citizens of 
our state. Then and only then will our profession attain the standing it once 
had. 

“An Important Clinic,” by Dr. Frederick A. Besley, of Chicago (aided by 
some of our local physicians, who brought several cases of obscure character), 
manifested itself from the first as beneficial to all present because of the general 
hum and buzz, reminding us of the clinic room at college when important demon- 
stration was made to thé class. All present reported the wish for a similar, 
which is forthcoming in May. 

Dr. C. A. Finley, of Galesburg, was present, who addressed us on “Quinin and 
Urea Hydro-Chlorid as a Local Anesthetic.” 

Our meeting was closed by the exhibition of valuable a-ray plates illustrating 
the location of the nasal and carpal bones. A unanimous vote of thanks was 
made Drs. Besley, Finley and Percy. 

Members present were: Drs. Matthew O’Haver, V. A. McClanahan, Walter 
Miles, C. J. Johnson, H. S. Walker, I. M. Wallace, E. E. Morgan, M. H. Smith, 
A. N. Mackey, B. R. Winbigler, G. H. Moore, A. B. Childs. Non-Members: S. W. 
Wright, A. P. Willitts, Frank Eyre. Visiting Physicians: Drs. Frederic A. Bes- 
ley, Chicago; J. F. Perey, C. A. Finley and W. O. Bradley, Galesburg; C. R. 
Unkrich, Monmouth; C. C. Johnson, Reynolds; L. C. Moore, Reynolds. 


OGLE COUNTY 


The Ogle County Medical Society met in regular session in the Public Library 
Rooms, Polo, Oct. 18, 1911. President Houston called the meeting to order 
promptly at 1:30 p.m. Minutes of the preceding meeting were read by the secre- 
tary and approved. Roll-cal] found the following members present: Drs. Akins, 
Beard, Beveridge, Brigham, Griffin, Houston, Kretsinger and Overfield. Visiting 
members present: Dr. William Hessert and wife, Chicago; Dr. Wm. Buckley Peck, 
Freeport; Dr. Charles W. McPherson, Hazelhurst; Dr. D. Overholser, Milledge- 
ville and Dr. Charles A. E. LeSage and Edwin S. Murphy of Dixon. 

Dr. William Hessert, Chicago, read a paper on “Fractures about the Elbow 
and their Treatment.” This paper was illustrated with charts, and practical 
points demonstrated on the skeleton and was presented to the society in a clear 
instructive practical style. The doctor gave particular emphasis to his methods 
of reduction and treatment. He prefers hyperflexion on all cases of fractures 
above the elbow. Hyperflexion is secured by dressing either with adhesive straps 
or by the use of roller bandages, never use early forcible movements; wait until 
the third and fourth week when union is firm and then use mild passive motion. 

Dr. Edwin 8. Murphy of Dixon, presented an interesting paper on “A Few 
Practical Points on the Management of Simple Fractures.” The Doctor demon- 
strated on the human body his simple. inexpensive practical brace and splints, 
covering fractures from the hip to the ankle. 

Dr. Charles A. E. LaSage, of Dixon, read a paper on “Injuries of the Eye-Ball.” 
The Doctor took up in a practical way the simple non-surgical way of treating 
injuries of the ball. In removing cinders, dirt, small pieces of steel not entering 
the ball, use cocain, make a cotton swab and remove foreign substance gently 
from the eye; to relieve inflammation use cold application. 

Dr. Wm. Buckley Peck of Freeport, gave a friendly little talk and closed by 
cordially inviting the members of our society to visit the Stephenson County 
medical meeting. 

Dr. S. D. Houston, our president, responded in a neat little speech. The name 
of Dr. W. W. Overfield of Forreston was presented to the society for member- 
ship and he was unanimously elected as a member. 
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Owing to our next meeting coming in February when the roads are bad and it 
being the time of the year when physicians are busy, Dr. Beveridge moved that 
we defer our next regular meeting until April, 1912. Carried. 

Dr. Beard moved that the society by rising vote express their gratitude to 
all visiting members present, and to those that favored us with such able papers. 
Carried unanimously. Adjourned to meet next April, 1912. 


SANGAMON COUNTY 


The Sangamon County Medical Society held its 12th annual banquet at the 
Leland Hotel, Springfield, Monday, Dec. 11, 1911. One hundred and five guests 
sat down in the Gold Room, and enjoyed the excellent menu. The guests were 
seated in groups of four, one visitor to three members of the local society. At 
the conclusion of the banquet the society adjourned to the ball-room where Dr. 
Albert J. Ochsner, of Chicago, gave an address on “Surgery of the Thyroid 
Gland,” illustrated by stereopticon views. Dr. George F. Stericker, president of 
the society, presided. The committee having the arrangements in charge included 
President Stericker, Secretary Deichman, Drs. L. C. Taylor and G. N. Kreider. 
This was the most successful banquet ever held by the society. 


PERRY COUNTY 


The Perry County Medical Society met Dec. 14, 1911, in regular session and 
elected the following officers: Dr. M. Adles, president; Drs. H. W. Wolf, J. T. 
T. Leigh, J. 8. Cleland, J. W. Smith, and T. A. Holman, vice-presidents; Dr. F. 
P. Gillis, secretary and treasurer; Dr. W. L. McCandles, Dr. E. J. Burch, and 
Dr. J. P. Marlow, board of censors; delegates to the State Medical Society, Dr. 
J. 8. Cleland, Dr. J. 8S. Templeton, alternate. 

The name of Dr. H. W. Wolfe was presented for membership and after favor- 
able action by the board of censors he was admitted to membership. 

Dr. MeCandles presented a case of adenoids and hypertrophied tonsils for 
operation. One tonsil was removed under ether chlorid anesthesia. A case of 
tumor of the cranium was presented by Dr. McCandles for diagnosis which was 
discussed by the members present. The society then discussed the question of 
adopting the American Medical Society post-graduate course for county societies 
and decided to adopt the same and begin the course with the year 1912. The 
Society then adjourned to meet in Duquoin, IIl., Jan. 11, 1912. 


VERMILION COUNTY 


After about twenty-five of the physicians of Vermilion County, IIl., had par- 
taken of a beeksteak supper at the Plaza Hotel, Danville, 6:30 to 7:45 p. m., 
Dec. 11, 1911, they were called to order in the city council chamber by President 
E. E. Clark. 

After the minutes of previous meeting were read and approved, Dr. Albert R. 
Satterlee of Danville was elected to membership. 

The applications of Drs. Geo. T. Cass, Harley J. Gunderson, Wm. Francis 
Gerety, of Danville, and E. Gordan C. Williams of Oakwood were read. 

The annual report of the treasurer was then read. A motion was carried to 
accept the report. It was then decided to dispose of the proposed amendments 
to the State Medical Society’s constitution, but it was soon learned that there 
were vast differences of opinions. This condition of affairs aroused the anxiety 
of those who were not familiar with the meaning of these proposed amendments. 

After discussing the purpose of the amendments and what the prognosis would 
be, Dr. H. F. Becker suggested that they instruct their delegate to act upon his 
best, opinion when the subject comes up im the house of delegates for final settle- 
ment. Dr. S. C. Glidden moved that we table the subject till the secretary com- 
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municates with Drs. Biack and E. W. Weis, have them elucidate the subject so 
that we would know the cause for this change and take it up for disposal at the 
next regular meeting. Motion carried. 

Dr. Glidden gave a report of the meeting of the American Surgical Congress 
held in Philadelphia in November. 

This was a most interesting and instructive report. It was given in good terse 
Anglo-Saxon language. Dr. Fred C. Dickson read a humorous poem that created 
a good deal of merriment which showed it was well taken. 

The following officers were elected: president, Dr. Lemuel B. Russell of Hoopes- 
ton; vice-president, Dr. Francis W. Barton of Danville; secretary and treasurer, 
Dr. Solomon Jones of Danville reelected; censor, Dr. Robert Clements to take Dr. 
H. B. Babeock’s place; alternate delegate to state meeting, Dr. E. E. Clark of 
Danville. Members present, 25. 





Book Notices 


The C, V. Mosby Company, of St. Louis, has announced the publication of 
a book on Pellagra, to be ready by January 1, 1912. This book is being prepared 
by Dr. Stewart R. Roberts, of Atlanta, Ga., who has just returned from Italy, 
where he studied the disease in its natural habitat. While in Europe the doctor 
made extensive research regarding the etiology and treatment of Pellagra, and 
the data contained in the book will reflect the latest and best work that has been 
done in connection with this disease, making it a reliable guide to those seeking 
information on the subject. 


Tue FourtH Puysician. By Montgomery B. Pickett. A Christmas story of a 
new and distinctive type. A. C. McClurg & Co., Chicago. $1.00 net. 

This story of 144 pages, handsomely bound and beautifully illustrated, is 
based on a play which won first prize over 1,100 others as submitted in a recent 
contest, and tells of the career of a Virginia Physician, described by the old 
family servant in negro dialect. It forms a beautiful gift book for a physician 
or any member of his family. 


AMERICAN JOURNAL OF SuRGERY. Special Western Number. 


In furthering the plan of producing special issues of the American Journal 
of Surgery composed of contributions by surgeons residing within a certain 
geographical area, yet of international reputation, there will be issued in the 
early part of -1912 a Special Western Number of this magazine. Subjects and 
those to contribute: “The Operation of Gastroenterostomy,” by William J. Mayo, 
Rochester, Minn. “The Surgery of Tendons,” by John B. Murphy, Chicago, Ill. 
“Operative Treatment for Graves’ Disease,” by George W. Crile, Cleveland, Ohio. 
“Colonic Intoxication,” by J. E. Binney, Kansas City, Mo. “Practical Points in 
the Surgical Treatment of Exophthalmic Goiter,” by A. J. Ochsner, Chicago, III. 
“Treatment of Foreign Bodies in the Esophagus,” by E. Fletcher Ingals, Chicago, 
Ill. “Brain Surgery Technique,” by J. Rilus Eastman, Indianapolis, Ind. “Treat- 
ment of Abscesses and of the Necrotic Foci Resulting from the Use of Salvarsan,” 
by A. Ravogli, Cincinnati, Ohio. “Treatment of Prostatic Obstruction,” by E. 
O. Smith, Cincinnati, Ohio. Subject not announced. H. Tuholske, St. Louis, Mo. 
“Artificial Tendons and Ligaments in the Surgical Treatment of Paralysis,” by 
Nathaniel Allison, St. Louis, Mo. “Uterine Cancer,” by John C. Murphy, St. 
Louis, Mo. “Arthritis Deformans,” by Leonard W. Ely, Denver, Colo. “Acute 
Angulation and Flexure of the Sigmoid as a Causative Factor in Epilepsy with 
Special Reference to Treatment,” by W. H. Axtell, Bellingham, Wash. The 
character of contributions prepared by these well known surgeons are of such a 
nature as to make this number particularly interesting. 

















NEWS OF THE STATE 


NEWS 
—Dr. Andy Hall of Mt. Vernon was elected president of the Southern 
Illinois Medical Society, and Cairo was chosen as the next place of 
meeting. 
—Dr. J. N. MeCormack, national health lecturer, being unable to 
fill his engagement at Nashville, Ill., Secretary Fiegenbaum of Edwards- . 
ville was sent to take his place. 


—A mass meeting which was attended by persons from all over 
Livingston County was held in the Scoville Tabernacle at Pontiac, 
November 23, for the purpose of planning war against tuberculosis. Dr. 
Minnick of New Jersey and Dr. Pettit of Ottawa were the chief speakers. 

—The Madison County Society for the Preventtion of Tuberculosis 
was organized November 24 at Alton, with Mayor J. C. Faulstich of 
Alton as president and Dr. J. B. Hastings of Alton secretary. An 
executive board composed of editors and doctors from all parts of the 
county was selected and are predicting beneficial results from this move- 
ment. 

—The cornerstone of the new Douglas County Court house was laid 
at Tuscola, Ill., November 16, 1911, by Grand Master Delmar D. Darrah, 
a son of an ex-president of the Illinois State Medical Society. Among 
the articles placed in the box was a copy of the ILLINoIS MEDICAL 
JouRNAL for June, 1911, containing the historical article written by 
Dr. J. L. Reat, and giving the names and short descriptions of the 
physicians, pioneers in this county. Honorable L. Y. Sherman, president 
of the State Board of Administration, delivered an address on this 
occasion, 

—A London physician, whose name we suppress, recently prescribed 
some suppositories for a patient, and had them sent home. Some days 
afterward, when he called on his patient to ascertain the effect of the 
medicine, the patient informed him that he could make nothing of these 
pills: they were too large to swallow, and when he tried to chew them they 
stuck to his teeth. Thereupon the doctor explained very particularly the 
manner in which the suppositories should be used. “No, thank you,” was 
the reply; “when I take medicine I’ll take it in the way the Almightly 
intended it should be taken.”—Bull. Am. Acad. of Med. 
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—The British Medical Journal cites a legend found over the door of 
a wayside inn in Tyrol: 
Alkohol ist der Menschen grésster Feind, 
Aber in der Bibel steht’s geschrieben : 
Deine Feinde sollst du lieben. 
This, it says, can be paralleled by the profane syllogism obtained by 
Lord John Russell from an old Spanish priest : 
Qui bene bibet bene dormit, 
Qui bene dormit non peccat, 
Qui non peccat salvatus erit. 
—Exchange. 





PERSONAL 


Dr. Leon H. Tombaugh, Waukegan, who was reported to be seriously 
ill, is improving. 

Dr. E. W. Enos, Jerseyville, is ill at the home of his father, Dr. Wm. 
H. Enos, of Alton. 

Dr. Chas. A. Zorger, Penfield, has recently purchased the Illinois 
Pharmacy at Bloomington, Ill. 

Dr. Walter H. Waterson, Waukegan, treasurer of the Lake County 
Tuberculosis Institute, has resigned. 

Dr. Morace L. Blatt announces the resumption of his practice at 
31 North State street, Chicago. Practice limited to Pediatrics. 

Dr. Wm. E. Quine, Chicago, has given $200,000 in memory of his 
wife to be used in the erection of four schools for women in China. 

Dr. Carl Bernhardi, Rock Island, was operated on at the Presbyterian 
Hospital, Chicago, December 11, and is reported to be making favorable 


progress. 





REMOVALS 


Dr. Hiram Jay Smith has removed from Elgin to Watertown. 

Dr. George Markley has removed from Kingston to Belvidere. 

Dr. F. W. Larrabee of Alton has removed to Portland Oregon. 

Dr. C. P. McAdoo has removed from Bridgeport, Ill., to Bremen, 
Ohio. 

Dr, Darwin Schott has removed from Troy to Buckley, Iroquois 
County. 

Dr. C. E. Kelso has removed from Champaign to Fort Lauderdale, 
Florida. 
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Dr. C. R. Bates, Camp Point, has removed to 601 North Kedzie ave- 
nue, Chicago. 


Dr. 0. L. Thompson has removed from Ellsworth, Ill., to Eureka 
Springs, Arkansas. 

Dr. R. R. Campbell has removed from 32 State street, Chicago, to 
Los Angeles, California, Hotel Leighton. 

Dr. M. Arbuckle has opened offices at 314-315 Murphy building, 


East St. Louis; practice will be limited to diseases of the ear, nose and 
throat. 





PUBLIC HEALTH 


—The State Board of Health has notified the free antitoxin stations 
in Chicago that the appropriation of $8,000 for antitoxin for cities of 
over 150,000 population has been exhausted and that no more will be 
available from the state before July 1, 1912. The Chicago Health Depart- 
ment has arranged for supplies so that no case of diphtheria need be 
neglected. 


—A case to test the new law limiting the employment of women in 
public institutions to ten hours in a single day was decided adversely to 
Chicago by Judge William M. Gemmill of the Municipal Court, Dec. 12 
last. The two cases decided related to a cook and nurse in the contagious 
disease hospital. A minimum fine of $25 each was imposed on the city 
as the hours of work had already been rearranged to comply with the law. 


—Dr. G. J. Schneider, president of the Elgin Physicians Club, sent 
a vigorous communication to the Elgin Courier demanding an increased 
appropriation by the commissioners for health purposes, pointing out the 
necessity for a laboratory for early diagnosis in diphtheria. He contro- 
verts the claim of the commissioners that the present appropriation is 
“as great as the finances will allow” by the statement that Elgin has no 
bonded debt and under the City and Village Act could legally raise 
$1,350,000 by bond. It now takes.from thirty-six to forty-eight hours 
to secure reports on cultures sent to the State Board of Health. The 
Physicians Club advocates the appointment of a medical man as health 
officer. 


—Joun Butt Reports oN ANTI-VaccINATION MeEtTInG.—A back 
number of John Bull issued over a year ago contains the following amus- 
ing report of a meeting of the West Hornsley Anti-Vaccination Society : 

An enthusiastic meeting of the above society was held last Friday, 
Mr. L. B—— in the chair. After a few introductory remarks by the 
chairman and a delightful rendering of hymn 1789 by Miss P. (of 
America) the Rev. W- P rose to make the speech of the evening. 











The great antivaccinationist was in rare fettle. He said he was a 
religious man (Hear, hear) ; he had a religious objection to many things 
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(applause) ; in fact to most things which he disliked (renewed applause) ; 
' above all, he had a religious objection to vaccination (great cheering). 
Were they to allow the medical profession to lord it over them? (No.) 
Were they to sit down and see their children’s bodies mutilated? (No.) 
(No and cheers.) Were they to be like unchristian Jews? (No, no.) 
A thousand times no. 

It was absurd to argue as some did, that vaccination lessened the risk 
of disease. Who were they to set their wills against that of the Almighty? 
Was not disease sent from on high with a purpose? (Applause.) Was it 
not sheer wanton audacity for mortal man to minimize the ravages of 
God’s punishments? What was the.good of sending punishment if they 
did that? (Applause and a voice, “None.”) Were they to be atheists 
and make it as healthy and pleasant as possible for their fellow men? 
(No, no.) God sent small-pox with a purpose (cheers) to punish the 
offender (applause), the publicans (cheers and booing), the sinners, the 
Catholics (renewed cheers and booing), the Tory party generally. (Here 
the audience rose to their feet and cheered for five minutes.) This was 
not a political meeting (hear, hear) and he spoke with no political bias 
whatever (cheers), but the Radical party (loud cheering) always would 
stand for liberty (cheers), fraternity (cheers), equality (cheers), cheap 
food (cheers), and cheap coca (loud applause). That was why he called 
himself a religious man (hear, hear) and that was why he opposed com- 
pulsory vaccination (loud and continuous applause). A resolution on the 
usual lines was carried unanimously. 


—The following judgments under the Food and Drugs Act have been 
recently published by the Secretary of Agriculture: 

1170. Misbranding of Dr. Towns’ Epilepsy Treatment. Misbranding 
was alleged for the reason that the above quoted statements from the 
label appearing on the carton and bottle, of the treatment, and in the 
cireular and booklet packed with said bottles, are false and misleading, 
because they convey the impression that the treatment in question pos- 
sesses therapeutic properties of high value in the treatment of epilepsy 
and diseases of the nervous system, wken in fact the agents of which said 
treatment is composed, taken singly or together, cannot be relied on for 
a cure of epilepsy or kindred diseases, any beneficial effect which the 
treatment might have being only temporary and palliative. 

On May 2, 1911, the said corporation pleaded guilty, and was 
fined $25. 

1178. Misbranding of Dixie Fever and Pain Powder. Analysis by 
the Bureau of Chemistry of the United States Department of Agriculture 
of a sample of this product showed it to be a mixture of acetanilid, caf- 
fein, sodium bicarbonate and charcoal. Misbranding was alleged for the 
reason that the following statements contained in the label are false and 
misleading and tend to deceive the purchaser because the ingredients in 
said drug do not possess therapeutic properties adequate to attain the 
results claimed by said statements, to wit: (1) “Useful in all cases of 
fever to lower temperature and relieve pain.” (2) “A positive and imme- 
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diate relief for headache, neuralgia, catarrh, la grippe, cold in the head, 
rheumatism, sleeplessness, and all nervous conditions.” (3) “It relieves 
all pains in the head, face and body, which are caused by cold, la grippe, 
neuralgia, exposure, or dissipation.” (4) “If suffering from periodical 
attacks of the above troubles (headache, neuralgia, la grippe, cold in head, 
earache, toothache, pains over eyes, rheumatism), they will grow less 
frequent and less severe by using these powders.” (5) “For insomnia or 
sleeplessness, one powder taken on going to bed will produce a natural 
and healthy sleep.” 

On Dec. 16, 1910, defendant pleaded guilty and was fined $10 and 
costs, or a total of $24.40, which sum was paid forthwith. 

1179. Misbranding of Stello’s Asthma Cure. An analysis by the 
Bureau of Chemistry of the United States Department of Agriculture of 
samples of this product showed it to be a liquid containing alcohol by 
volume 4.25 per cent., potassium iodid 2.36 per cent., glycerin about 
22 per cent., a small quantity of tincture cannabis indica, and the balance 
water and undetermined matter. Misbranding was alleged for the reason 
that said product contained cannabis indica, the quantity or proportion 
of which was not stated on the label on the bottle, and alcohol, the quan- 
tity or proportion of which was not stated on any of the labels borne by 
said product. 

On Sept. 6, 1911, the defendant pleaded guilty and was fined $50. 

1197. Misbranding of Williams’ Russian Cough Drops. Analysis 
made by the Bureau of Chemistry of the United States Department of 
Agriculture of a sample of said product showed it to contain sucrose and 
invert sugar flavored with oil of anise. Misbranding was alleged for the 
reason that the statement on the label “Russian Cough Drops” purported 
the cough drops to be a foreign product, which statement was false and 
misleading, and for the further reason that the phrase “Sure to cure” 
appearing on the label was misleading in. that the statement was calculated 
to induce purchasers to believe that the cough drops would cure coughs, 
colds, hoarseness and sore throats: when, as a matter of fact, they will 
not effect the eure of such ailments. 

On Oct. 21, 1910, the case coming on for trial by a jury. a verdict 
of not guilty was rendered by the jury by direction of the court. 

1182. Alleged misbranding of Hall’s Catarrh Cure. Analysis by the 
Bureau of Chemistry of the United States Department of Agriculture 
of a sample of said drug showed it to be a liquid preparation containing 
15.11 per cent. non-volatile material (total dissolved solids), including 
10.81 per cent. potassium iodid, 3 per cent. invert sugar, a small amount 
of the extract of some bitter drug, probably gentian, and a slight amount 
of resinous material. The volatile portion included 13.8 per cent. alcohol 
by volume, cardamon and caraway in small quantity, and water. Mis- 
branding was alleged for the reason that the statements appearing on the 
label and carton and in the pamphlet were false and misleading and calcu- 
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lated to deceive and mislead the purchaser because the said drug did not 
contain such ingredients or therapeutic properties capable of affording the 
relief or cure claimed therefor. 

On March 31, 1911, the defendant appeared and filed a general 
demurrer to the information. On June 6, 1911, the said cause coming on 
for hearing on said demurrer, the court rendered an opinion in which it 
said, among other things, that “no charge is made that there is misbrand- 
ing as to character and quantity of ingredients, but simply that a false 
deduction was made as to the therapeutic value of the remedy. The case 
presents no substantial difference from that of U. 8S. v. O. A. Johnson, 
decided by the Supreme Court of the United States on May 29, 1911, 
and it is plainly the duty of this court to consider that decision as an 
authority herein. The demurrer is, therefore, sustained, and the infor- 
mation dismissed.” 





MARRIAGES 

Wittiam C. Meacuam, M.D., Oak Park, Il., to Miss Irene Bate of 
Ottawa, Ont., Nov. 29. 

Joun W. Rosrnson, M.D., of New Berlin to Miss Gertrude Edna 
Peel of Springfield, Ill., recently. 

Harrison C. Pura, M.D., Canton, Ill, to Miss Nellie A. Hanlon 
of San Antonio, Tex.,.October 18. 

Henry BarpweLtt Donapson, M.D., Chicago Heights, I1l., to Miss 
Pearl Anderson of Chicago, Nov. 16. 

Vicoror Darwin THomas, M.D., Elliot, Ill., to Miss Edith Eunice 
Von Solen of St. Paul, Minn., recently. 





DEATHS. 

Dr. Revpen Lupiam died November 20, 1911, at his home in 
Chicago. 

ALPHONSE OvuLMAN, M.D., University of Vienna; died at his home 
in Chicago, October 10, from cerebral hemorrhage, aged 69. 

Dr. Joun B. Locan, formerly of Carlinville but later of St. Louis, 
died in that city Nov. 29; the remains were brought to Carlinville for 
interment. 

JzremMian J. Statrery, M.D., Bellevue Hospital Medical College, 
1893 ; of Chicago ; died in his office in that city, November 8, from organic 
heart disease, aged 40. 
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Lars P. Jacopson, M.D., College of Physicians and Surgeons, 
Keokuk, Ia., 1898; died at his home in Kankakee, Ill., November 6, 
from heart disease, aged 57. 

Etver Garrison, M.D., Barnes Medical College, St. Louis, 1896; a 
member of the Illinois State Medical Society; died at his home in 
Greenup, February 9, from cerebral hemorrhage. 

Joun D. Overnotser, M.D., Rush Medical College, 1901; of Mill- 
edgeville, Ill., a member of the American Medical Association; died 
recently and was buried at Milledgeville, November 12. 


ALEXANDER LANE, M.D., Rush Medical College, 1895; a well known 
colored practitioner of Chicago ; once assistant physician of Cook County 
and a member of the legislature ; died at his home in Chicago, November 
13, from disease of the lungs, aged 52. 

Oscar H. Mann, M.D., Hahnemann Medical College, Chicago, 1856 ; 
last president of the village board, first mayor, and. for forty-five years a 
resident of Evanston, Ill.; died at his summer home in Gobleville, Mich., 
October 24, from injuries received in a fall a few hours before, aged 77. 

Hvucn Biaxe Witit1amMs, M.D., Tulane University, New Orleans, 
1884; a member of the American Medical Association ; assistant surgeon 
to the eye department of the Illinois Charitable Eye and Ear Infirmary ; 


died at his home in Chicago, December 4, from cerebral hemorrhage, 
aged 51. 


Wirt1am J. Moore, M.D., Rush Medical College, 1870; consulting 
physician to St. Elizabeth’s Hospital, Danville, Ill., a veteran of the Civil 
War and one of the oldest practicing physicians of Danville, was found 
dead in his office November 6, from the effects of an overdose of chloro- 
form, aged 65. 


Tue Lure or Lire. A book of poems written by James Newton Matthews, M.D. 
Edited by Walter Hurt. Published by Horton & Co., Cincinnati, 0. Price $1.50. 
Some years ago we attended a meeting and banquet of the Effingham County 

Medical Society and had the pleasure of meeting Dr. Matthews and hearing him 

read a delightful poetical production from his own pen. On inquiry we learned 

that the doctor practiced in the obscure country town of Mason in Effingham 

County, where it seems he practiced medicine and dreamed poetry. How these 

functions were combined in a town of 400 inhabitants in Southern Illinois is be- 

yond our comprehension, but they were. 

Time went by and the doctor’s poems increased in number, finish and beauty. 
His medical practice, we imagine, diminished in extent and remuneration for he 
was not a man to blow a blast on the horn of self-advertisement. On the contrary 
he was modest to a fault and when at last in the prime of his life he was cut 
down, all he left was a book of beautiful poems and a good name. 

Time and space do not permit us to say more on this subject, but we urge our 
readers to send the money to Mrs. Matthews and secure delightful entertainment 
and do a charitable act beside. 





